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OPENS 
THE DOOR 


successful 
psychotherapy ...... Str 
reserpine, ‘Panray’ 


Ataractic Therapy for NEURO-PSYCHIATRIC CONDITIONS 


Clinical course of * Clinically proven in schizophrenia, manic depressive psychoses in the 
psychotic patients treated 
with ‘Serpanray’ 


manic phase, agitated psychoses and other behavioristic disorders 


© Tranquilizes and sedates without affecting alertness or responsiveness 


1) The sedative phase, calm- 


ness and symptomatic im- * Calms hyperactive patients, quiets the noisy, alerts the depressed 
oo * Often precludes electroshock, seclusion and barbiturates 
2) The turbulent phase, patient * Non-soporifiz and well tolerated for prolonged treatment 


seems worse. 
* Allows natural sleep 


3) The integrative phase, pa- 


tient regains contact with 

reality. Supplied in 1.0 mg., 2.0 mg., 3.0 mg., 40 mg., and 5.0 
mg. compressed, scored TABLETS. Also available in 2 mil. 

AMPULES containing 5.0 mg. or 10.0 mg. for parenteral 

administration and SYRUP, containing 1.0 mg. reserpine 

per 4 ml. 


Write for samples, literature. 


© 


THE CAA * 340 CANAL STREET - NEW YORK 13, N.Y. 
CORP. 


Sole Canadian Distributor Winley-Morris Co. 292 Craig St. West Montreal 29, P. Q. 
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INFORMATION FOR CONTRIBUTORS 


Manuseriptse—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, hawever, can be published in the JoukNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada 


Style—Manuserspts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry 
Retain a carbon copy of manuseript and duplicates of tables, figures, ete., for use should 


the originals be lost in the mails 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote 


(Nustrations—Authors will be asked to meet printer's costs of reproducing illustrative material 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zine etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 

preparing illustrations to make them suitable for photographic reproduction will be charged 

to author. 


Authors’ Correciions in Proofs—C orrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points 
Authors will be asked to defray cost of excessive tabular material. 


References—Keferences should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. Ht. Am. J. Psychiat., 9§: 271, Sept 
2. lless, W. R. Diencephalon. New York: Grune & Stratton, 1954 


1938. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first. second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 


issues, $1 25 


Copyright 1956 by The American Psychiatric Association 


Office of Publication, 1601 Edison Highway, Baltimore 13, Md 


E-ditorial communications, books tor review, and exchanges should be addressed to the lditor 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Rusiness communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
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hydrochloride 
(methyl-phenidylacetate hydrochloride CIBA) 


Ritalin is a mild, safer cortical stimulant which is par- 
ticularly “efficacious in the treatment of mild to moderate 
depressions in neurotic and psychotic patients.” 

When Ritalin was given for 6 months to 127 with- 
drawn, dull, listless, apathetic, or negativistic institution- 
alized patients, 101 showed improvement in behavior and 
manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 
mental awakening... .” 

In depressed states Ritalin provides needed stimulus 

without the wide swings of reaction caused by most stim- 
ulants. It rarely causes palpitation, jitteriness, or hyper- 
excitation; has no appreciable effect on blood pressure, 
pulse rate or appetite. 
Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: Tab Lets, 5 mg. (yellow) and 10 mg. (blue); bottles 
of 100, 500 and 1000. TABLETS, 20 mg. (peach-colored); bottles 
of 100 and 1000 


References: 1. Noce, R. H., and Williams, D. B.: Personal communica- 
tion. 2. Ferguson, J. T Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, lowa City, lowa, Sept. 


9, 1955. 
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disappointments and responsibilities .. . 


to help the depressed and anxiety-ridden housewife who is 
surrounded by a monotonous routine of daily problems, 


disappointments and responsibilities ... 


With ‘Dexamyl you can often help her to face her problems; help her to regain 
lost interests; help her to rediscover the zest and purpose in life. The normalizing 
effect of “Dexamyl’ is free of the dullness caused by many “anti-anxiety” agents 
alone; free of the excitation sometimes caused by stimulants alone. Her mood 


normalized, the disturbing mental and physical symptoms often vanish. 


DEXAMYL 
tablets - elixir - Spansule! capsules 


A useful adjunct in psychiatry 


Each “‘Dexamyl’ Tablet or teaspoonful (5 ce.) of the Elixir contains Dexedrine* 
(dextro-amphetamine sulfate, S.K.F.), 5 mg., and amobarbital, '2 gr. 

Each ‘Dexamyl’ Spansule No. | gradually releases the equivalent of tio tablets; 
each “Dexamyl’ Spansule No, 2——the standard strength gradually releases the 


equivalent of three tablets. 


Smith, Kline & French Laboratories, Philadelphia 


TM. Reg. US. Pat. OF 
Keg. U.S. Pat. Off. for sustained release capsules, 
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WESTERN ,UNION 


RICA 
AMBERLIN COMPANY oF AME 
cr 
1204 LA prosse STREET 
32, MICHIGAN 


PATIENT'S ESCAPE FAILE! 
SCREEN DAMAGED. RUSH 
RGENT. 


p. PSYCHOSECURITY 
WIRE REPLACEMENT 


FOR ROOM 393: U HOSPITAL DIRECTOR 


ooo 


type OF write PLA 


IN ONLY A MATTER OF HOURS CHAMBERLIN ASSURES EXPRESS SHIPMENT 
OF NEW PSYCHOSECURITY SCREEN PANEL ASSEMBLY. LESS THAN ONE 


HOUR WITH A SCREW DRIVER COMPLETES SCREEN PANEL REPLACEMENT. 


3 CHAMBERLIN SCREENS 
MEET THESE NEEDS 
@ DETENTION TYPE 


lo withstand the fury of violent 


attack 


b PROTECTIVE TYPE 
bor the less violent 
c SAFETY TYPE 
For mildly disturbed patients re 


quiring protective custody 


NO OTHER MAKE OF placemen 


screen panel with all 
hardware apphed in proper position ts 
shipped by express 


schedules a Chamberlin engineer deter 


CAN BE SERVICED OR i, 

CLEANED AS EASILY AS | 
CHAMBERLIN. 


Get the facts on 


hs ; 
CHAMBERL| 
CHAMEL ALIN COMPANY OF 


PSYCHOSECURITY SCREENS 
CHAMBERLIN COMPANY OF AMERICA > 


Using only a sere clrive damaged 
c maintenane man simply removes screen panel is removed and replaced 
Special Products Division hinge pins and lays swing section of D>: a new panel, complete with fu 
1254 LA BROSSE STREET « DETROIT 32, MICHIGAN unit on the floor tory applied springs and clevises 
CHAMBLALIN INSTITUTIONAL SERVICES include Minera! Wool insulation Metal Weather Strips Caulking Metal Combination Windows and Doors Meta! insect Screens Aluminum and fiber Glass Awnings 
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filmtab 
for a sound sleep tonight, 


a calm day tomorrow... Nembu-Serpin’ 


Nembu Serpin delivers all of the tranquilizing-antihy pertensive 
with this added advantage: 


e eflect of reserpine 
i Patients experience almost immediate relief — calm 
er days, more restful nights — beginning the very 
first day of Nembu-Se rpin treatment 
This faster onset of tranquilizing effect produced 
by the synergistic action of Nembutal and reserpine, 


thus avoids prolonged waiting for a cumulative 


response to reserpine alone 
And fast-acting Nembu Serpin makes lower rese rpine dosages 
effective. side efleets rare. medication economical. Combines 
10 my. Nembutal (pentobarbital) Calcium and 0.25 

0 
mg. reserpine. In bottles of 100 and 500 Filmtabs 


Filmtab— Film-sealed tablets 


NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula. !-2-2 


NICOZOL IS SUPPLIED 
in capsule and elixir forms 
Each capsule or 4 teaspoonful 
of elixir contains 
Pentylenetetrazoi 100 mg., 
Nicotinic acid ______ 50 mg 
Levy, 8. J.A.M.A. 153:1260, 1953. 
2. Thompson, Lloyd & Proctor, Rich 


Thompson, Lloyd & Proctor, Rich 


Mail Coupon for Free NICOZOL” 


| 

| 
| Drug Specialties, Inc. 
| P. O. Box 830, Winston-Salem, N. C. 
| 
| 
| 


Kindly send me professional somple of NiICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


ethical pharmaceuticals 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Los Angeles, California 
Distributed in Canada by WINTER LABORATORIES, 341 Bloor St., West, Torento 5, Canada 
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anxiety part every illness 


*Trademark 


Wyeth 


Philadeiphia 1, Pa. 


Anxiety is a natural reaction to illness.’ 
Since anxiety intensifies symptoms and 
produces a disturbed atmosphere for 
treatment, its control is important to 
the patient's progress. 


EQquanic relieves anxiety, promotes 
equanimity, relieves mental and muscle 
tension, and fosters normal sleep.’ In 
anxiety and tension due to physical 
sickness, it extends the practitioner's 
therapeutic scope. 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


1. Braceland, F.J.: Texas State J. Med. 51:287 
(June) 1955. 


2. Lemere, F.: Northwest Med. 54:1098 (Oct.) 
1955. 


MEPROBAMATE 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


Licensed under US. Patent No. 2,724,720 


anti-anxiety factor with muscle-relaxing action 
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Advertisement 


THE BIOCHEMICAL APPROACH 
TO MENTAL ILLNESS 


fA One of the greatest single forward steps in 
: the specific treatment of mental illness has 
5 been the discovery that lysergic acid di- 
: ethylamide, or mescaline, will produce 
% experimentally in man the approximate 
: equivalent of schizophrenia. This mental 
’ dissociation is temporary and may be pre- 
“° vented or reversed by the administration 


of certain compounds of piperidyl type. 
One of the best of these appears to be 


FRENQUEL—the gamma isomer of 


4 MERATRAN. Fabing and Hawkins*, and 
* others, have found that FRENQUEL acts as 
a partial or complete blocking agent 
3 against the development of LSD-25, and 


mescaline, experimental psychoses, when 


+ administered as premedication to healthy 
subjects who have been given these drugs. 
When injected intravenously, FRENQUEL 
has been found to reverse abruptly the 
course of the psychotic state, even when 
not administered until the latter has 
reached the height of its symptomatology. 
This effect appears to be highly specific for 
this type of dissociation, since it does not 
act in the same way when administered to 
patients suffering from a cannabis-type of 
: psychosis. 

In acute types of schizophrenia, FREN- 
QUEL appears to relieve hallucination in 
about one third of the cases. Electro- 
convulsive therapy has been found to in- 
crease the number of favorable responses 


in this group. It is apparently necessary to 
. maintain the patient on the drug if relapse 
: is to be prevented. 

FRENQUEL would appear to offer consid- 
erable promise in the treatment of confu- 
sional states. Further publications are 
likely to shed additional light upon the 
extent of, and the limits to, its usefulness. 
* Fabing, H. D., and Hawkins, J. R.: A year’s experience 


with FRENQUEL in clinical and experimental schizophreni 
psychoses; to be published, 


Information 


Action: FRENQUEL is a com- 
pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL € 


does not sedate nor stimulate. 
Usually 24 hours or more must 
elapse before clinical improve- 
ment takes place. When 
FRENQUEL is discontinued, pro- 
dromal symptoms may recur in 
about one week. 

Even though relief is not ob- 
served in all patients, the many 
dramatic successes already expe- 
rienced with FRENQUEL in wide- 
spread clinical use warrant 
general trial where acute 
schizophrenic hallucinations are 
present. 

FRENQUEL is safe...side effects 
and drug reactions have not been 
reported. No ill effects have been 
observed as measured by re- 
peated blood counts, hemoglobin 
determinations, liver and kidney 
function tests. Clinical reports 
show no adverse effect on pulse 
rate, blood pressure, respira- 
tion.** 


Indications: Acute Schizo- 
phrenic Hallucinations 


Composition: Frenquel (aza- 
cyclonol) Hydrochloride is alpha- 
(4-piperidy!) benzhydrol hydro- 
chloride 

Dosage: 20 mg. t.i.d. 


Supplied : Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- 
quel in acute and chronic psychotic 
states, Presented before the Bowman 
Gray Medical Society, Winston- 
Salem, North Carolina, May 16, 1955. 
2. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: The use of Frenquel in 
the treatment of disturbed patients 
and psychoses of long duration, Am. 
J. Psychiat., in press. 3. Fabing, 
H. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 
5:319, 1955, 4. Fabing, H. D.: New 
blocking agent against the develop- 
ment of LSD-25 psychosis, Science 
121:208, 1955. 
Another exclusive product 

of original Merrell research 


THE WM. S. MERRELL COMPANY 
New York. CINCINNATI. St. Thomas, Ontarto 
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In many patients, blocks acute 
schizophrenic hallucinations 


FRENQUEL—a unique new drug —“...offers a new neuropharma- 
cologic approach to certain acute psychotic states where delu- 
sions and hallucinations have been the primary symptoms.”! 


Used in the treatment of acute schizophrenic hallucinations, 
FRENQUEL usually erases hostile manifestations, promotes a 
cooperative state, facilitates psychotherapy and ward adjust- 
ment.2 Adjunctively in electroconvulsive therapy, FRENQUEL may 
help reduce the required number of treatments.’ 


FRENQUEL is safe, virtually free of toxicity; has shown no toler- 
ance or habituation to date. 


a significant contribution to the control 
of mental illness from the research laboratories of 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D | 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e¢ ELECTRO-SLEEP THERAPY 
e FocAL TREATMENT—wnilateral and bilateral 
e MONO-POLAR TREATMENT—non-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE AND TEXT - BOOKS. 


REUBEN REITER, Se.D. 


WEST 48th STREET, NEW YORK 36,.N. ¥. 
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TRADE MARK 


THE REITER 
NEUROSTIMULATOR 
a new companion instrument which 


further establishes the versatility 
of the Reiter electrostimulator 


INDICATIONS RC-47D. 
| For Sedative Treatment 


Now painless high frequency current 


For Neuromuscular Bleeasee treatments are possible with the SedAc 

used in conjunction with the Model RC- 

For Cerebral Stimulation 47D. A very small portion of the RC-47D 

a To initiate or taper off current potential is used. A unique de- 


vice extracts only very high frequency 


non-convulsive or convulsive - 
currents which provide a mild stimula- 


Wena tory effect. Completely safe as well as 
For pre-treatment and post- painless, the SedAc treatments build 
treatment anxiety patient confidence. The patient is awake 

throughout the treatment—no barbitu- 

| For post-convulsion rates need be administered. 
restlessness 


A glow indicator shows the relative 
| For painful conditions amount of current entering the patient. 
A graduated control with three ranges 
of fineness is ‘provided. An exclusive 
feature of the Reiter SedAc NEURO- 
STIMULATOR is provision for a change of 
treatment to convulsive therapy. 


| For motor point stimulation 


| the SedAc For use with the Model RC-47D elec- 
REITER'S NEUROSTIMULATOR trostimulator; the SedAc instrument is 
EMPLOYS VERY SAFE housed in a matching walnut case. The 

HIGH FREQUENCY CURRENTS. cost of the SedAc is incomparably low 


—only $77.50 complete. 


REUBEN REITER, Sc.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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... facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, improves sleep pattern 


in psychoneurotic states. 

‘Sandril’ frequently produces relaxation, decrease in hallucinations 
and delusions, improved communication, and increased depth of effect 
in psychotic patients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and much more amena- 
ble to psychotherapy and rehabilitation measures. 

‘Sandril’ is virtually nontoxic; does not produce liver damage or severe 
orthostatic hypotension. 


DOSAGE: Usually 0.5 to 1 mg. twice daily. 


Kru supPLiep: Tablets, 1 mg., yellow (scored), and 5 mg., buff 
« 4 ly (cross-scored). Ampoules, 2.5 and 5mg. per cc., 
/ / ; 10 cc. Also, tablets, 0.1 mg., orange, and 0.25 
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COMPARATIVE PSYCHIATRY AND TROPICAL PSYCHIATRY 
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Under this rather ambitious title I pro- 
pose merely to discuss briefly the recent 
growth of interest in the subject of compara- 
tive clinical psychiatry and to give some ac- 
count of the practice of psychiatry in certain 
tropical countries, including French Guiana, 
French West Africa, Haiti, Martinique, and 
Trinidad. 

Organizational interest in comparative psy- 
chiatry is, of course, epitomized in the first 
place by the World Health Organization, 
backed in this country by the Committee on 
International Relations (formerly the Com- 
mittee on International Relationships) of 
The American Psychiatric Association. Also, 
in recent years, international congresses have 
become more numerous. Clinicians from 21 
nations met in London in August 1948 to 
form the World Federation for Mental 
Health. The first International Congress of 
Psychiatry was held in Paris in 1950, and 
brought together to compare their problems 
the representatives of psychiatric societies 
from 29 countries. In 1953, the first Inter- 
American Congress of Psychology was held 
in Ciudad Trujillo; the beautiful lapel but- 
tons supplied to the delegates by the Domini- 
can hosts bore the image of Aristotle. The 
psychoanalysts regard these developments 
with a certain approval, for they have been 
actively discussing problems of comparative 
psychodynamics since 1910 when they started 
their International Association, which now 
has a score of branches scattered over the 
world. Moreover, the growing list of jour- 
nals in many countries (exemplified by India 
with Samiksa (1947) and the Indian Journal 
of Neurology and Psychiatry (1950) ), has 
offered an increasing opportunity to com- 
pare notes in the literature. 

Individual interest in comparative psychi- 
atry dates much further back, at least to 
Hippocrates (b. 460 B.C.), who discussed 
the subject at some length(1). Perhaps the 
most assiduous student in the early days of 
modern psychiatry was Lombroso(2). One 
of the first detailed clinical reports by a 


1 Box 2111, Carmel, Calif. 


modern American clinician was A. A. Brill’s 
study of hysteria among Peary’s Eskimos 
(3), while Wulf Sachs and Devereux are 
among the pioneers giving book-length case 
histories ; the former that of a South African 
witch doctor(4), the latter that of a Plains 
Indian(5). Anthropologists have also long 
been interested in the clinical aspects, as 
shown by the systematic studies of Carpen- 
ter (1911)(6) ; Roheim being the chief ex- 
ponent of comparative psychoanalytic anthro- 
pology(7). 

During the past 10 years, and especially 
the last 5, interest in the subject has become 
more widespread among clinicians in this 
country. From July 1949 to June 1954, 
there were about 30 articles in the American 
Journal of Psychiatry describing psychiatric 
problems in various countries, while in /sy- 
chiatry during the years 1950-54, inclusive, 
there were more than a dozen formal com- 
munications concerning comparative psychi- 
atry. Carothers recently (1953) published 
a full-length treatise on comparative clinical 
psychiatry(8). 

My own interest in the subject dates back 
to 1938 when I visited the Maristan in 
Aleppo, Syria, an Arab asylum in which 
agitated patients were still restrained by leg 
irons. In 1949 I published an account of 
some oriental mental hospitals(g), noting 
the use of Rawulfia in Madras; and the fol- 
lowing year I attempted to apply the com- 
parative method to psychiatric criminology 
in the case of a Filipino immigrant who mur- 
dered 5 people in California(10). Such ob- 
servations may be termed “cultural psychi- 
atry’(11) or “ethnopsychiatry’(12), but 
essentially they relate to the psychiatric prob- 
lems in one group as compared with the psy- 
chiatric problems in another group, so that 
unless some other term becomes fashionable, 
they may be more broadly called “compara- 
tive’ psychiatry(13). 

During the last few years, as more funds 
have become available for psychiatric re- 
search, the trend has been to make this into 
a well-organized discipline. In 1950, the 
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Social Science Research Council set up a 
committee to promote interdisciplinary stud- 
ies in psychiatry and the social sciences(14). 
The National Institute of Mental Health 
largely financed a study of the Middle 
Western Hutterites by a team including a 
psychiatrist from Dalhousie University, a 
sociologist from Wayne University, and 2 
clinical psychologists from Harvard, who 
were able to obtain a census of every person 
in the community who was then or had eyer 
been mentally ill(14). Teams from Yale, 
liberally financed, have been making similar 
thorough and well-integrated studies of the 
population of New Haven(15). 

While exploration of these problems has 
already been initiated in regard to North 
America, Europe, the Orient, parts of South 
America, the South Pacific, and the East 
Coast of Africa, one sector which has been 
relatively neglected comprises the tropical 
islands and coastal areas of the Atlantic 
(but cf. 16). Until opportunities are avail- 
able for doing further well-planned studies 
in these parts, the following personal obser- 
vations concerning special indigenous con- 
ditions may serve as examples of what may 
be found there. 

The rapid advance that is being made in 
the treatment of mental illness in this area is 
exemplified by the case of French Guiana, 
a colony (now a Department) on the East 
Coast of South America, just north of Brazil, 
best known for its former prison colony, 
colloquially known as “Devil’s Island.” The 
prison, of which Devil’s Island (now used 
as a summer camp for boys) formed only 
one of the more salubrious outposts, was 
abolished in 1947. I believe that the 2 
tattered beggars whom I became acquainted 
with in Cayenne and who were awaiting 
transportation home were the last remaining 
“angels” of the old regime. These beaten- 
down shadows of men had a familiar air. 
On the one hand, it was reminiscent of the 
kind of engaging lack of initiative which is 
sometimes seen as a sequela of brain injury, 
and on the other it resembled the helpless 
bewilderment which used sometimes to be 
observable in men recently released from con- 
centration camps. 

French Guiana has a population of 30,000, 
consisting mostly of Creoles descended from 


former slaves, with several thousand Indians 
in the extensive jungles of the interior, and 
an indeterminate number of semitransient 
Europeans. At the time of my visit in 1950, 
the psychiatric facilities consisted of a service 
at the Civil Hospital of St. Denis, on the 
outskirts of Cayenne, with accommodations 
for about 30 patients; and 10 beds in the 
hospital at St. Laurent. The principal feature 
of the pavilion at Cayenne was a court sur- 
rounded by 16 cells, each about 10 x 10 feet 
in area and about 15 feet high, heavily barred, 
and double-bolted or padlocked with stout 
chains. Each cell contained a hole in one 
corner for a toilet, and a wooden table to 
sleep and eat upon. Clothing consisted of a 
torn garment or two, which served as cover- 
ing rather than as protection in that warm 
and humid climate with its 3 types of noxious 
mosquitoes carrying, I was told, malaria, 
yellow fever, and filariasis, respectively. 

The service was administered by Dr. 
Cadmus Velaye (now deceased), a Creole 
educated in France, who also carried on a 
general practice in the town. Treatment, car- 
ried out by the general medical staff, con- 
sisted mainly in the use of vitamins, Somni- 
fen, and general hygienic measures(17). The 
nurses, lacking psychiatric training, had a 
practical approach to the mentally ill and 
were as ready to dispute with them as with 
any other patient. At that time, Dr. Velaye 
became interested in the possibility of using 
electroshock to benefit some of his patients 
and was put in touch with Dr. Pierre Pichot 
in Paris for advice on this matter. 

Five years later, in February 1955, the 
situation was rather different(18). Dr. 
Yvonne André-Le Cannu, a_ psychiatrist 
from Paris, with 17 years of training and 
experience, a pupil of Edouard Toulouse, 
at her own request had been assigned to the 
hospital at Cayenne in order to improve the 
service. She arrived in June 1953 and by the 
following month she had organized a mental 
hygiene clinic for adults, children, and in- 
fants. She also set about reorganizing the 
inpatient service with an intensive thera- 
peutic program along modern lines. The 
just-being-inaugurated Pinel Psychiatric 
Hospital comprises 20 male and 20 female 
open-ward beds, and closed-ward female 
service of 40 beds. Pending the construc- 
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tion of a male closed ward, men committed 
under the law of June 30, 1938, are being 
hospitalized in the existing facilities. 

An outstanding example of the current 
liberal policy of the French Government in 
allotting funds for mental health even to 
outlying districts, is the situation in Marti- 
nique, a small island (about 400 sq. mi., 
population 300,000) lying about half way be- 
tween Puerto Rico and Trinidad. Just as the 
psychiatric history of French Guiana is in- 
timately bound up with the history of its con- 
victs, so the psychiatric history of Martinique 
has to be considered in relation to the calami- 
tous eruption of Mount Pelée in 1902, which 
destroyed the chief town of St. Pierre and the 
mental hospital with it(19). It was then ar- 
ranged that psychiatric patients requiring 
hospitalization would be sent to the neighbor- 
island of Guadaloupe, but the necessary liai- 
son was not effectively established, with the 
result that patients were “temporarily” incar- 
cerated in a former prison building in the 
main square of Fort-de-France, Martinique, 
the present capital. This arrangement pre- 
vailed for over half a century, until it was 
relieved in 1953 by the frequent colonial 
procedure of transforming an army barracks 
into a mental hospital. 

The organization of this new establish- 
ment at Colson, 14 kilometres north of Fort- 
de-l'rance, in a beautiful valley among the 
mountainous jungles, was entrusted to Dr. 
Maurice Despinoy, who was sent from Lyons 
to take over the psychiatric services of the 
island. At the time of my visit, in December 
1954, Dr. Despinoy, a well-trained, scholarly, 
energetic, and capable young clinician of 
whom it is difficult to speak too highly, was 
enjoying a privilege which rarely falls to a 
hospital superintendent: that of helping to 
design his own establishment from the 
ground up. The barracks has been trans- 
formed into one of the best hospitals in the 
tropics, its 3 buildings, with official accom- 
modations for 80 patients, housing actually 
120. But in order to relieve the tremendous 
overcrowding which still exists at the prison 
building in the city, the French Government 
has allocated sufficient funds to make of the 
Colson establishment a 450-bed modern psy- 
chiatric hospital within 3 years. Construc- 
tion is already well under way. The whole 


project is under the personal supervision of 
Dr. Despinoy, and he assured me that he 
expected no interference from the Metro- 
politan Government in the way of red tape, 
inspections, or pressure. The hospital, thus 
designed to his specifications by competent 
architects, will be his own creation archi- 
tecturally, administratively, and clinically. 

One feature, for example, is a specially 
designed “quiet” building for conditioned re- 
flex sleep therapy of psychoses, a method im- 
ported from the Soviet Union which is arous- 
ing considerable interest among French psy- 
chiatrists(20). The encephalograph which 
will be used to control this treatment is al- 
ready installed, a beautifully built 12-channel 
Reega machine with 32 filtered electrodes, 
preselection switches, and other special fea- 
tures. The method also requires an apparatus 
to synchronize a light flash with an electric 
metronome, usually at 70 cycles per minute. 
This rhythmic combined auditory and visual 
stimulation is said to enhance the effect of the 
sedation. 

When the physical plant is completed, with 
an administrator of the calibre of Dr. 
Despinoy, the hospital at Martinique will be 
one of the finest colonial mental hospitals 
in the world, and the finest in my experience 
devoted almost exclusively to the treatment 
of colored patients. One of the most inter- 
esting features he has inaugurated is a hospi- 
tal newspaper, printed on the premises with 
editors elected from among the patients, 
which might well serve as a model for such 
publications. Here, legitimate complaints, 
even those which might be painful for the 
administration, are published and answered 
with a degree of frankness unusual in such a 
situation ; while the editorials written by Dr. 
Despinoy are practical and devoid of un- 
necessary sentimentality. Patients are paid 
for their work in the occupational therapy 
department, which includes construction, 
farming, and raffia work. 

Because of the large proportion of toxic 
malnourished rum-drinkers, whose average 
stay in the hospital is 2 weeks under treat- 
ment with ACTH and intravenous vitamins, 
the discharge rate is high, and is further in- 
creased by the fact that home care in the 
villages is available for patients who, in 
France, would not ordinarily be discharged. 
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Dr. Despinoy has not found any direct con- 
nection between yaws and psychosis. He has 
diagnosed paresis in only 10 cases during the 
past 2 years, but states that there are many 
confusional states with positive serology 
which are relieved by penicillin. The inci- 
dence of epilepsy is greater than that found 
in France. Some of the patients attribute 
their illnesses to the local form of magic, 
called on that island “quimbois.” Interest- 
ingly enough, Dr. Despinoy also observed a 
case of “possession” in France(21). 

Insulin treatment is used for selected cases 
of schizophrenia, but Dr. Despinoy has be- 
come concerned about its effects in hot cli- 
mates; he feels that accidents are more fre- 
quent, and prolonged comas more frequent 
and more dangerous than in France. He 
therefore prefers to use short comas or sub- 
shock doses in series as long as 200. As for 
electroshock, he finds that 2 shocks per day 
give better results than 2 per week, and feels 
that 20 is a sufficient course. Because of the 
case load, he has little time for psychother- 
apy, but we had an interesting discussion 
about the possible use of group therapy under 
such conditions ; he was especially interested 
because he is the author of a long thesis 
on the early stages of schizophrenia(22). He 
has also published a paper on the use of 
lithium salts in psychiatry( 23). 

The hospital at Guadaloupe, which I was 
unable to visit, has accommodations for 400 
patients(19). 

The situation in French West Africa, a 
vast region with an area of 2,000,000 square 
miles (half the size of Europe) and a popu- 
lation of about 16,000,000, with something 
over 10,000 Europeans and an infant mortal- 
ity rate which reaches 45 per 100, is moving 
more slowly(24). There are a few general 
hospitals scattered throughout the principal 
cities, such as Bamako on the Niger, each 
with a ward for the “isolation” of agitated 
psychiatric patients. The main hospital at 
Dakar, Senegal, the administrative center, 
has 50 beds reserved for this purpose. At 
the time of my visit, in 1950, the term “Men- 
tal Hospital” was reserved for the Ambu- 
lance de Cap Manuel, a 105-bed institution 
situated on a promontory on the outskirts of 
Dakar. This was primarily a hospital for 
contagious diseases, including tuberculosis, 


leprosy, smallpox, and typhus, but there were 
about 30 heavily barred cells reserved for 
psychiatric patients. The staff consisted of 
1 physician, Dr. Alain Grall, who cared for 
all the patients in the institution, with 7 
nurses for the psychiatric section. Dr. Grall’s 
training, he said, was mainly in contagious 
diseases, but he had sufficient psychiatric 
background to give 2 or 3 lectures per year 
to the students at the school for African 
practitioners(25). 

Dr. Grall informed me that treatment was 
very difficult because of language problems, 
since only about 40% of the patients spoke 
French, while the other 60% were divided 
among 10 or 12 dialects. This difficulty was 
perpetuated by the fact that patients were 
sent to Cap Manuel from the interior when 
“active treatment,” rather than simple “iso- 
lation,” was indicated. The population was 
usually predominantly African, since Euro- 
peans were soon shipped home if it appeared 
that their illness would be protracted, al- 
though the steamship companies were reluc- 
tant to accept some of the patients aboard 
their vessels. Dr. Grall was interested in 
narcoanalysis, and made the interesting ob- 
servation that on awakening, French-speak- 
ing Africans reverted to their native tongues. 

In the course of our conversation, which 
took place in the pharmacy where he mixed 
his medicaments, Dr. Grall told me that the 
Ambulance was formerly a military hospital, 
founded in 1865. He said that his chief 
problem was not the care of psychiatric pa- 
tients but the high mortality rate from 
tuberculosis in that hot, humid climate(25). 
Dr. Georges Jarcin, Director of Public 
Health, informed me that there were no 
psychiatrists in private practice in French 
West Africa and that many Africans used 
the services of witch doctors instead, espe- 
cially Mussulman priests who attempted to 
effect cures by means of amulets. 

A request for official confirmation of the 
above account in 1955 elicited the following 
information : 


It is now planned to construct an asylum for 
each Territory. The Senegal asylum near Dakar 
will contain 250 beds and will be ultramodern in 
conception. A neurological clinic will also be built 
in the area reserved for the future Hospital City. 
This neurological clinic will have a floor space of 
3,000 square metres, comprising 3 buildings, 1 of 
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which will have a floor reserved for the mentally 
ill. This clinic will be the first unit of the Hospi- 
tal City. The final project will include a teaching 
centre for the Medical School(26). 


In sharp contrast to the superior facilities 
offered by the French Republic for the treat- 
ment of the mentally ill even in its remotest 
areas, and tragically emphasizing the fact that 
good care is a matter of finance, is the situa- 
tion in another French-speaking region, the 
Republic of Haiti. Here the sole responsi- 
bility for the psychiatric care of 3,500,000 
people rests on Dr. Louis Mars, with some 
assistance from his wife, who is a psychom- 
etrist. The optimism expressed in Dr. 
Mars’ 1950 letter to this Journal(27) has not 
been justified. At that time he had reason 
to believe that by 1952 there would be at 
least 4 well-trained Haitian psychiatrists 
practicing in the country, and that a properly 
constructed mental hospital was in the offing. 
So far, neither of these things has come to 


pass. 

At the time of my visit, in December 1953, 
Dr. Mars was studying at the Menninger 
Clinic, and I was shown around the asylum 


at Pont-Beudet, 10 miles north of Port-au- 
Prince, by the lay director, Mr. Joseph 
Desroches. This institution consists of sev- 
eral tin-roofed wooden buildings situated in 
a miasmatic valley. Although, as Dr. Mars 
relates, the armed guards were removed in 
1936 and psychotics are no longer stoned 
by the populace, the care is still purely cus- 
todial. There is no formal admission pro- 
cedure. Patients who are not public nuisances 
are kept in their towns or villages. Those 
who become nuisances or menaces are sent 
to jail, and if the jailor notes that a prisoner 
appears demented, his request suffices for 
transfer to the asylum. Dr. Mars, on his 
twice-weekly visits, decides when patients are 
ready for discharge. 

Each of the asylum buildings, about 50 x 12 
feet, is supposed to accommodate 50 patients. 
There are also rows of isolation cells, heavily 
barred with iron and ponderous locks. There 
are a few beds, but most of the patients sleep 
on benches or straw mats. There are no 
funds available for occupational therapy, 
music, a radio, or books, and relatives seldom 
visit. The sole diversion of the patients, 
one of whom had been there for 28 years, 


seems to be to beat out voodooesque rhythms 
on the walls with pieces of wood or what- 
ever is handy, while they dance around in- 
side the buildings in a kind of conga line. 
Patients are routinely given injections of 
duracillin to combat treponemic infections 
(28). 

They were not always so fortunate as to 
have qualified supervision. I had the privilege 
of meeting Mr. Stanley Reser, an ex-war- 
rant officer of the U.S. Navy, who stated that 
he was superintendent of the hospital from 
1929 to 1941. Mr. Reser spent 30 years in 
the medical department of the Navy and is 
reputed to be the only white voodoo doctor 
in Haiti. During his tenure, he determined 
when the patients were ready for discharge. 
He stated that in his time about 2 patients 
per year were admitted in a state of posses- 
sion, and because of his voodoo training 
he was able to treat them effectively. Such 
patients, said Mr. Reser, may remain silent 
for years, and when they begin to talk, they 
talk in the voices of the god possessing them, 
who states the price of being exorcised. Usu- 
ally the god feels he has been cheated by the 
patient ; the patient becomes well immediately 
if the debt, such as a chicken of a certain 
breed and color, is paid, and no interest is 
demanded(29). Dr. Mars himself has pub- 
lished several scientific studies of voodoo 
(30) besides his monograph on ethnopsychi- 
atry(12). 

Trinidad, the most southerly of the British 
West Indies, lies 16 miles off the coast of 
Venezuela, with a population (including 
Tobago) of about 700,000, one-third of them 
[ast Indians and the rest mostly Creoles. 
St. Ann’s Mental Hospital, in Port-of-Spain, 
resembles in physical plant and internal con- 
ditions some of the older state hospitals in 
this country, and needs no further descrip- 
tion. The British are not as liberal as the 
French in taking care of the mentally ill in 
this part of the world, and when I visited 
St. Ann’s in December 1954, to exchange 
ideas with the staff and to try to set up a 
group therapy program, the overcrowding 
was as distressing as it had been on my pre- 
vious visit in 1950, with no relief in sight. 
The attitude of the public toward mental ill- 
ness had improved, however : there were only 
19 voluntary admissions in 1950; while in 
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beds Patient 
Region rated loa 
112 8o (1955) 
250 200 (1954) 
98 287 (1954) 
836 1397 (1953) 


1953, 159 patients, or 23% of all admissions, 
were voluntary(31), and the recently estab- 
lished psychiatric outpatient clinic was al- 
ready overcrowded, with 371 new admissions 
for 1953. And of the 325 nurses at the hos- 
pital, a large proportion was enrolled for the 
3-year course of training in psychiatric nurs- 
ing based on a syllabus of the General Nurs- 
ing Council of England and Wales(32). 

As in many tropical areas, confusional 
states, consisting of toxic psychoses influ- 
enced by malnutrition, dehydration, malaria, 
hookworm disease, positive serology, alcohol, 
and various combinations of these, are more 
frequently encountered than in our Northern 
States(33). Dr. L. F. E. Lewis, now acting 
superintendent of St. Ann’s, has contributed 
to clarifying the term “acute confusional 
state,” especially in relation to cases seen in 
the tropics(34). Treatment at St. Ann’s 
tends to be vigorously pursued, with repeated 
courses and combinations of deep and modi- 
fied insulin coma, electroshock, electronarco- 
sis, leucotomy, continuous sedation, and the 
newer drugs. The staff of the hospital was 
most cordially cooperative in assisting me 
in an experiment in group therapy with such 
heavily treated patients. There are no psy- 
chiatrists in private practice in the colony, 
but faith-healers abound( 32). 

The available statistical material on these 
5 regions is summarized in the accompanying 
tables. 


TABLE 2 


InctpeNce oF Major Psycnoses, Percent or 
HospitaL PorpuLation 


Toxic- Manic- 
Schizo- con- depres- 
phrenia fusional sive Source 
Fr. Guiana ...50 25 (18) 
30 20 (12,35) 
Martinique ..34 36 6 (19) 


Trinidad ..... 47 14 14 (31) 


TABLE 1 


INCIDENCE AND Care oF Psycuiatric CasEs 


In treatment 
Admission OPD and Hospital 


rate hospital discharge 

per 1,000 per 1,000 rate Source 
08 9.0 15% (17,18) 
0.02 0.08 40% (28,35) 
2.0 1.4 50% (19) 
1.0 34 35% (31) 


TABLE 3 


ESTIMATED PRroporTION OF PopPULATION IN MENTAL 
Hospitats oN A Given Day 


Source 
1/17,500 (35) 
Martinique ........... 1/1000 (19) 
1/many thousands (25) 
1/9000 (9) 
Re 1/600 (9) 
1/500 (31) 
1/200 (+50) (36) 


CONCLUSIONS 


On the basis of visits to mental hospitals 
in 17 countries on 5 continents, supplemented 
by some study of the literature, the follow- 
ing conclusions seem warranted. 

1. There are now sufficient data available 
to make preliminary basic generalizations 
concerning the etiology, incidence, symptom- 
atology, diagnosis, and treatment of mental 
illnesses in various parts of the world. 

2. The major psychoses take the same 
form in many regions, regardless of race, 
physical environment, cultural background, 
and socio-economic situation: in the sense 
that a well-trained clinician entering a mental 
hospital in any one of a number of different 
countries scattered on all the continents can 
diagnose by inspection (say) 25% of the pa- 
tients; can diagnose after a few moments 
of listening even to a language he does not 
understand (say) another 25%; and will 
have similar difficulties almost anywhere in 
diagnosing the remainder. This means that 
well-developed catatonia, hebephrenia, mania, 
and melancholia are common afflictions in 
widely scattered countries. 

3. In borderline cases and neuroses, a well- 
trained clinician with a command of the lan- 
guage can sometimes penetrate the veneer 
of even the most exotic culture in a very 
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short time, say a quarter of an hour, suffi- 
ciently to proceed thenceforward as usual in 
constructing a working diagnosis and a pre- 
liminary treatment program. 

4. In tropical countries, there tends to be 
an increased incidence of toxic confusional 
psychoses among hospitalized patients, so that 
they may even outnumber the usually pre- 
dominating schizophrenias. These cases often 
respond to nutritional and general hygienic 
measures. 

5. Neither the proportionate size of the 
mental hospital population, the admission 
rate, nor the total psychiatric patient load, 
including dispensaries, can be considered a 
reliable index of the incidence of mental ill- 
ness in a given region of the world. These 
factors seem rather to depend on the quality 
and quantity of the facilities available and 
on the local attitude toward psychiatric treat- 
ment. The tendency in all areas studied 
is to fill good hospitals and clinics as rapidly 
as they are provided and public opinion 
permits. 

6. According to the psychoanalytic litera- 
ture from various parts of the world (e.g., 
The International Journal of Psycho-Analy- 
sis with editors from 17 countries), the neu- 
roses seen in private psychoanalytic practice 
are always associated with a history of dis- 
turbances in infantile psychosexual develop- 
ment, regardless of racial, physical, cultural, 
and socio-economic background. The ma- 
jority of all psychiatrists, however, do not 
accept this universality. 

7. Concerning symptomatology, this may 
be differentially influenced in many cases by 
racial, physical, cultural, and socio-economic 
factors, both in the relative predominance of 
different mental mechanisms and in the psy- 
chotic contents. It is possible that the in- 
cidence of various neuroses is also influenced 
by these factors: e.g., deaf-mutism in 
Russian soldiers(37) versus anxiety states 
in American soldiers. 

8. In regard to therapy, the following in- 
struments seem to be universally effective in 
a percentage of appropriate cases: electro- 
shock, electronarcosis, insulin therapy, con- 
tinuous sedation, surgical interruption of 
nervous pathways, Rawulfia derivatives, and 
other drugs; psychoanalysis, psychotherapy, 
and group psychotherapy. 


g. The following qualities in the therapist 
seem to be universally therapeutic, regard- 
less of the racial, cultural, and socio-economic 
backgrounds of the parties concerned, as far 
as the international literature and personal 
experience demonstrate: loyalty, sincerity, 
respectfulness, and availability. These may 
all be subsumed under the single rubric of 
trustworthiness (rather than the popular 
label of “love,” which is either not necessary 
or “not enough”). As someone lightly re- 
marked, a really good Boy Scout will have 
therapeutic successes anywhere. Witch-doc- 
tors appear to have a different approach, but 
they seem to be most effective locally. 

10. In view of all this, the following tenta- 
tive formulations may be made concerning 
the growing science of comparative psychi- 
atry. Its first problem is to confirm (or 
refute) the impression that the basic psycho- 
genesis, epidemiology, symptomatology, diag- 
nosis, and response to treatment of mental 
illnesses are the same throughout mankind. 
Its second problem is to study the more 
superficial differences in epidemiology, symp- 
tomatology, and therapeutic response which 
may be influenced by physical environment, 
racial and cultural background, and _ socio- 
economic situation. The first problem lies 
primarily within the sphere of the clinician 
and can best be assessed by him alone. The 
second requires the assistance of qualified 
geographers, anthropologists, and sociolo- 
gists, with the ancillary services of medical 
epidemiologists and psychologists. 
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SOME ANTECEDENT FACTORS IN THE FAMILY HISTORIES OF 
568 MALE SCHIZOPHRENICS OF THE UNITED STATES NAVY *? 


C. W. WAHL, M.D." Los Ancetes, CAa.ir. 


The basic concept underlying any psycho- 
dynamic theory of neurosis is the implication 
that complex and significant relationships 
exist between conditions and events in the 
early life of the patient and the subsequent 
course of his development. 

Nevertheless, it is remarkable how few 
studies have attempted to determine, under 
adequate conditions, and in a sample suffi- 
ciently large to be statistically valid, the de- 
gree to which such factors affect schizo- 
phrenic illness. Though there are many 
theories as to the internal dynamics causing 
the patient to develop such a form of adjust- 
ment, there is much uncertainty as to how 
specific prior conditions indicate the internal 
dynamics presumed to characterize the 
schizophrenic. Descriptively, however, we 
can look upon schizophrenia as characterized 
above all by extreme social withdrawal, fa- 
cilitated and reinforced by a reversion of the 
thought processes to a type of prelogical or 
dereistic thinking seen in young children and 
primitive races. 

In a previous study(1) an attempt was 
made to determine the frequency of certain 
antecedent familial conditions in a group of 
392 schizophrenics from the Elgin State 
Hospital. In evaluating the data there was, 
however, a patent disadvantage in that the 
Elgin group had almost exclusively origi- 
nated from 12 counties in Northern Illinois. 
It was consequently impossible to be certain 
whether the high frequencies of some of the 

1 The opinions expressed are those of the author 
and are not to be construed as official or reflecting 
the views of the Navy Department or the Naval 
Service at large. 

2 The data on which this study was based were 
collected in the department of psychiatry, U. S. 
Naval Hospital, Philadelphia, Pa. Appreciation is 
expressed to C. G. Clegg, Capt., MC., USN, the 
Commanding Officer, U. S. Naval Hospital, Phila- 
delphia, Pa., and the Bureau of Medicine and Sur- 
gery, Department of the Navy for permission to 
utilize this material. 

8 Assistant professor, department of psychiatry, 
and director of the Outpatient Clinic, U.C.L.A. 
Medical Center, Los Angeles 24, Calif. 


factors studied were due to indigenous or 
general conditions. Fortunately, a period of 
active duty at the U. S. Naval Hospital in 
Philadelphia presented an opportunity to 
make a similar investigation of a significantly 
larger, well-studied group of schizophrenics 
with the additional advantage of a diffuse and 
varied geographical origin. 

In this study, as in the previous one, an 
attempt was made to assess the frequency 
with which certain environmental factors 
entered into the life histories. The factors 
were originally selected in the Elgin study 
because they were noted to be frequently 
present in the life histories of patients and 
often seemed, when clinically followed, to 
be dynamically related to the development of 
the psychotic process. These same factors 
were investigated in this second group in 
order to establish a basis of comparison be- 
tween the 2 groups. They are: (1) marked 
rejection and/or overprotection by one or 
both parents ; (2) death, desertion, or divorce 
of the parents prior to the patient’s reaching 
age 15; (3) placement in the sibling hier- 
archy ; (4) family size; and (5) membership 
in religious groups. 


PROCEDURE 


The case records of 846 consecutive ad- 
missions of diagnosed schizophrenics to the 
U. S. Naval Hospital, Philadelphia, from 
January 1953 to May 1954 were utilized. 
Of these, 278 were discarded because of in- 
completeness, vagueness, or ambiguity of the 
clinical or historical information, leaving a 
working sample of 568 subjects. Because of 
the vast preponderance of male admissions in 
a naval installation, this group was limited 
to males, 

The information needed was extracted 
from the completed case histories. The full 
Naval dossiers of the patients, in addition 
to the psychiatric histories and supplemental 
information obtained by the psychiatric so- 
cial service department, were usually avail 
able. 
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Such factors as parental rejection and 
overprotection required a subjective judg- 
ment. Although the disadvantages of sub- 
jective estimation of such complex and poorly 
delineated factors are readily apparent, a 
clinical estimation of them when they occur 
in severe and persistent form can give in- 
formation of value. The criteria for judg- 
ment of parental rejection were those of 
Symonds(2), and for overprotection, those 
of Levy(3). Enumeration of these attitudes 
was made only when and/or overprotection 
were extensive and severe. 

The cases were not divided into the 5 
clinical subtypes of schizophrenia. This 
would be of limited value since Boisen(4) 
and others have found nosologic subclassifica- 
tion to vary greatly from one hospital and 
physician to another. 


RESULTS 


It has been said by Adler and others that 
placement in various positions in the sibling 
hierarchy results in highly specific and con- 
sistent stress situations which decidedly affect 
individual development. It was Adler’s view 
that the oldest child tends to be relatively 
more intellectual, more aloof and withdrawn, 
as compared with the youngest, who is pur- 
ported to be more sociable and outgoing. One 
might infer then, on the basis of these spec- 
ifications, that the oldest child would be 
more prone to the development of schizo- 
phrenic illness. 

In Table 1 are shown the sibling positions 
of the 568 subjects. Of these 18% were 
oldest children, 26% youngest, 12% next-to- 
the-youngest, and 14% only children. All 
other placements constituted 31%. Youngest 
children and the next-to-youngest, that ap- 
pear to have similar dynamic features, defi- 
nitely preponderate. In the smaller Elgin 
group (231 males) there was no conspicuous 
cluster in any of the sibling placements. 


TABLE 1 
Position or 568 Mare Scnizopnrenics 
Placement Total % 
Gives < 146 2 
Pombtimate 77 12 
81 14 


At the Recruit Induction Center, Bain- 
bridge, Maryland, a study is in progress on 
the environmental background of Naval in- 
ductees, While this sample (100,000) is not 
representative of the generality of navy men, 
the large samplings make comparison valu- 
able. Of the Bainbridge group 27% were 
oldest, 27% youngest, 9% only children, 
other placements constituted 34%, and on 
the remaining 3% no information was ob- 
tainable(5). 

It is impossible to isolate the stress main- 
taining a sibling role from its familial and 
cultural context since it varies greatly from 
one family and culture to another and, more- 
over, any such condition acts conjointly with 
all other stress situations. It is not possible 
to say, therefore, what influence this factor 
has generally upon the genesis of any subse- 
quent personality disturbance. In many indi- 
vidual histories, however, there were indica- 
tions that sibling placement, particularly that 
of the youngest, though other placements as 
well, played a decided role in the develop- 
ment and progression of the schizophrenic 
illness. 

In accounting for the data, we should re- 
flect that the youngest child is confronted 
very early in life by an obvious disparity 
between his stature, prowess, mental capacity, 
and status with those of his ranking siblings. 
In making these painful invidious compari- 
sons between his stronger, wiser, older sib- 
lings and himself, he is largely unable, be- 
cause of the prelogical state of his develop- 
ment, to solace himself by considering his 
own lesser, size, age, and experience in con- 
trast with theirs. Also, it is often not clear 
to him at that stage of his development, that 
later maturation will tend to erase these dif- 

ferences. Often it would seem that the 
youngest child generalized from his ranking 
siblings to all others these false and pre- 
mature conceptions of his innate and natural 
inferiority. These may become fixated as 
an enduring low self-estimation of his basic 
worth and adequacy which unconsciously per- 
sists long after the conditions which created 
it have been corrected by an equalizing 
maturation. 

Moreover, such a situation is often as- 
sociated with intense and pervasive guilt 

feelings resultant from strong early wishes 
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toward the older siblings, later generalized 
to other competing and threatening figures. 
Often this low self-regard and high guilt 
lead to a strong subsequent need to prove 
to oneself and others one’s worth, merit, and 
masculinity. [Enlistment in the armed forces 
often is a way in which this overcompensa- 
tion may manifest itself. Conspicuously 
present in the case histories of many of the 
schizophrenics who were youngest children 
were definite evidences of conflicts en- 
gendered by their sibling positions. Among 
these were, as just described, (1) persistent 
faulty self-appraisal and low self-estimation 
originally derived, in part, from premature 
invidious comparisons with ranking siblings ; 
(2) strong guilt, in part related to overt and 
covert death wishes toward the ranking sib- 
lings; and also (3) ambivalent wishes to re- 
nounce the dependency gratifications which 
being “the baby of the family” sometimes en- 
tails. It is interesting to note in regard to 
(1) above that Rosenweig and Bray, in a 
study of 356 schizophrenics (6) found a 
high incidence of antecedent sibling deaths 
in comparison with a group of normal con- 
trols. Presumably this overt fulfillment of 
covert death wishes overwhelmed the affected 
individuals with guilt which they were later 
unable to handle by other than dereistic 
means. Unfortunately, data on sibling death 
were not uniformly obtainable from this 
population, although we were clinically im- 
pressed by the frequency with which ante- 
cedent sibling death was encountered in the 
case histories. It was also a strong clinical 
impression that unfavorable sibling position 
is not solely in itself a precipitating factor 
in schizophrenia. In every instance this con- 
dition was associated with markedly patho- 
logical parental attitudes or parental loss. 
The factor of family size was also in- 
vestigated. It has often been said that there 
are decided advantages in growing up as a 
member of a large family. Such an origin 
is proported to fit one more adequately for 
adult life by presumably accentuating co- 
operative and unselfish behavior and in giv- 
ing greater opportunity for integrating one’s 
strivings and needs with those of others. 
An unexpected finding of the former study 
was the fact that a very large proportion 
of schizophrenic group arose from families 


decidedly larger than the national average. 
According to Dublin(7), the American 
family has an average of 1.6 children; in 
those families that have children, the average 
is 2.2 children per family. This latter figure 
compares with an average of 4.4 children per 
family in this schizophrenic group and 4.1 
obtained in the previously studied Elgin 
group. Thus it is seen that in both of these 
schizophrenic populations the family size 
is considerably larger than the national aver- 
age. Among the general population, 13.7% 
of families have 4 or more children; among 
the 231 males of the Elgin group, 52% came 
from families containing 4 or more children, 
and of the 568 males of this schizophrenic 
group, 48% did so originate. 

These data strongly suggest that there may 
be specific stresses attendant upon large 
family membership. Among these may be an 
increased difficulty in identification with 
parents (who presumably in a large family 
have less time to spend with the individual 
child), an intensified sibling rivalry (for the 
limited parental affection and _ interest), 
greater economic privation, and an increased 
intrapsychic anxiety, hostility, and resultant 
guilt which the intrafamilial competitive 
striving engenders. 

It may be, however, that a larger percent- 
age of individuals in the Navy originate from 
large families than in the general population. 
The aforementioned Bainbridge study of 
100,000 normal recruits from the Eastern 
United States shows the average recruit to 
originate from a household containing 4.0 
children. The exact reasons for this are un- 
known but presumably the economic burden 
in large family homes is a salient factor. 

If this factor of large family membership 
is adventitious in the genesis of personality 
disorder then one would not expect a higher 
incidence of psychiatric disorder in the Navy 
than among the general population. Accord- 
ing to the Medical Statistics Report of the 
Surgeon General's office for 1953(8), the 
incidence of psychiatric admissions for psy- 
chotic disorders in the Naval population for 
1953 was 122.9/100,000. This compares with 
an incidence of 84/100,000 among the gen- 
eral population. Many factors, however, such 
as the higher standards of psychiatric accept- 
ability in the Navy, required by the exacting 
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group life, and the ready availability of hospi- 
tal beds in the Navy presumably affect this 
figure. 

Many psychotherapists with schizophrenics 
have been impressed with the frequency with 
which conflicts central to the illness are con- 
cerned with religious ideations, convictions 
of personal unworthiness, and strong irra- 
tional guilt feelings. Some religious systems, 
more than others, appear to emphasize such 
concepts as the innate wickedness of man, 
the contingency of human life, the jealous 
and punitive nature of the Divinity, and the 
efficacy of repression in handling unaccept- 
able thoughts and impulses. They may stress 
the depravity of certain ubiquitous physio- 
logical acts, such as masturbation, strongly 
enjoin against normal mental processes such 
as hostile and sexual thoughts, and equate in 
culpability thought and deeds. Though ad- 
mittedly the relationship, if any, of religious 
affiliation to mental illness is a complex and 
delicate question the possibility exists that 
irrationally denigrative concepts of self are 
fostered and encouraged by some religious 
systems more than others. 

This issue is raised here primarily as a 
subject for future inquiry, for its investiga- 
tion is not primarily within the scope of this 
study. In an attempt, however, to determine 
the importance of this factor, the professed 
religious affiliations of the group were tabu- 
lated. Of the schizophrenic group, 517% were 
Protestant, 42% Catholic, 2% Hebrew, 2% 
other and none. According to statistics ob- 
tained from the 1954 World Almanac, 32% 
of the general population are Protestant, 
18% Catholics, 3% Hebrew, and 47% other 
or none. Of the approximately 92 million 
who express religious affiliations among the 
general populations, 58% are Protestant, 
33% are Catholic, and 5% are Hebrew. From 
the latter it is seen that there is a somewhat 
higher precentage of Catholics among this 
schizophrenic group than among the general 
population, 

It may be, however, that among the gen- 
erality of Navy men there is a much higher 
percentage of Catholics than among the gen- 
eral population. In a sample of 100,000 re- 
cent Navy recruits compiled by the Bain- 
bridge research team, 44% were listed 
Catholics, 46% as Protestants, and 5% 


Hebrew. The Bainbridge recruits originate 
largely, however, from the East which is 
heavily Catholic. There also may be eco- 
nomic or other factors which operate to pro- 
duce a higher enlistment rate among Catho- 
lics who are predominantly a low-income 
group. On the whole, these data do not 
strongly support the supposition that mem- 
bership in religious groups, of itself, plays 
a decided role in the development of schizo- 
phrenia. It was our clinical impression, 
however, that Catholics were more prone 
than others to severe conflict and guilt in 
areas relating to self-acceptance. Even so, 
it seems probable from clinical experience 
that the nature and degree of the prior re- 
lationships with the primary figures in child- 
hood are more important in the development 
of self-concepts than is any specific religious 
training. If the concept of deity is formed, as 
many think, from a conscious and uncon- 
scious distillation of attitudes held toward 
the parents, then it is not unreasonable to in- 
fer that prior experiences with vacillating, 
capricious, punitive, or rejecting parents 
would strongly color one’s conception of the 
nature of the Divinity. 

Although there are many ways in which 
parents’ attitudes toward their children may 
be pathological, parental rejection and over- 
protection were the only 2 investigated in this 
study. They were chosen because they seemed 
clinically to be pre-eminently evinced and be- 
cause they could be more readily ascertained 
from the record than could such poorly de- 
lineated parental attitudes as inconsistency, 
apathy, passivity, etc. 

Information was obtained on such ques- 
tions as: (1) which attitude, rejection or 
overprotection, is more frequently antecedent 
in schizophrenics ? And (2) which attitude is 
evinced preponderantly by which parent ? 

Table 2 shows the incidence of severe pa- 
rental rejection and overprotection in the 568 
subjects. Of this group, a total of 286, or 
50.3%, came from homes in which there was 
a severe rejection or overprotection or both, 
by one or both parents. Fifty-five percent 
of the male moiety of the Elgin group did 
so originate. It is interesting to note that 
rejection by the father, comprising 28.5% of 
the patients, is the much more frequently 
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TABLE 2 


INCIDENCE OF SEVERE PARENTAL REJECTION AND 
OVERPROTECTION IN 5068 MALE SCHIZOPHRENICS 


Number % 
Rej. 20.5 
Rej. 6.0 
Rej. j. 6.0 
Rej. 2.0 
O.P. Rej. 2 
O.P. 6 
O.P. 5.6 
O.P. 8 
Total rejecting and 
overprotecting .... 
Size of sample 


Key: Rej.—Rejecting; O.P.—Overprotecting; ¢—Father; 
9—Mother. 


50.3 


encountered attitude, only 12% being se- 
verely rejected by the mother. Six percent 
had been severely rejected by both parents. 

The importance of the father in the psy- 
chological economy of the child, as shown by 
a high incidence of parental rejection, was 
also indicated in the Elgin study. Bowlby 
(g) and others have done much recently to 
draw attention to the role which maternal 
deprivation has in the history of many dis- 
turbed groups. It is his view that the paternal 
relationship is a secondary one. These data, 
however, decidedly suggest that the father 
has a stature and significance in the person- 
ality development of the child which is still 
inadequately appreciated and understood. 

It was consistent clinical impression also 
that the patients who had been doubly re- 
jected, and those who had, in addition, later 
lost a parent by death or other cause, were 
characterized by a greater severity and ma- 
lignancy of the psychotic process. 

Two percent of the patients had rejecting 
fathers and overprotective mothers. No cases 
of the converse pattern were encountered. 
Likewise quite rare was the overprotective 
father without significant pathology in the 
mother, this pattern constituting .6% of the 
sample. Severe maternal overprotection was 
found in 5.6% of the cases and only 8% 
were overprotected by both parents. 

Severe rejection by one or both parents 
was by far the most frequently manifested 
attitude, 34.5% having been rejected by one 
or both parents, while only g% were over- 
protected by one or both parents. The 
primacy of rejection as the more prevalent 


parental attitude was also a finding in the 
Elgin study. These findings are at variance 
with the study of Gerard and Siegel( 10) who 
concluded from a study of 71 schizophrenics 
that they were almost uniformly exposed 
to markedly overprotective attitudes. 

It is extremely difficult to obtain accurate 
and complete histories of psychotic patients. 
It is still more difficult to assess from them 
the nature and degree of parental attitudes 
prevaling during childhood years. The lack 
of effective communication with the patient, 
his impaired recollection of his own history, 
the impaired recall of the informants and 
their own needs to avoid or affix blame, all 
operate to make review of the patient’s life 
unsatisfactory. Judgments of such ante- 
cedent conditions are at best careful ap- 
proximations, 

However, these disadvantages do not in- 
here in the determination of an easily verified 
and quantified factor, such as parental sepa- 
ration or loss. Since conditions of this type 
can be precisely determined and quantified, 
they are ideally suited for statistical investi- 
gation and do, indeed, constitute a largely 
neglected and unexploited field of psychiatric 
research. 

For the purpose of this study separation 
was defined as an absence of a parent from 
contact with the child for 11 months of the 
year for at least 5 consecutive years. This 
arbitrary use of the term was to insure that 
separation would be of severe and long-term 
effect. 

Table 3 shows the incidence of death of 
the parents or separation from them by what- 


TABLE 3 


Loss or Parent py Deatu or SEPARATION Prior 
TO THE AGe or FIFTEEN 


Number 
Death ¢ 
Death 
Death ¢ and ? 
Separation 
Separation 9 
Separation and @.... 
Death ¢, Separation ?.. 
Separation Death 


Total deaths and sep- 
arations 
Size of sample 


Key: d—Father; 9?—Mother. 
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ever cause before the age of 15 years. Of 
the entire sample 117, or 21%, had lost a 
father, mother, or both by death before they 
reached that age. In addition 129, or 23%, 
had lost one or both parents by separation 
from them before this age. A total of 41% 
had lost one or both parents by these causes 
before the age of 15. This abundantly sup- 
ports similar findings in the Elgin male 
group, of whom 26% had lost a parent by 
death before their fifteenth year, 24% by 
separation, and 48% by both. 

The previous work in this area shows con- 
siderable disagreement. Barry(11) has pre- 
sented findings from a group of 1,500 un- 
differentiated psychotics. Of those born since 
1910, 27.6% had lost one or both parents 
by the age of 12. Comparable figures for 
normals by other investigators were below 
20%. 

A recent study by Lidz and Lidz(12) of 
50 young schizophrenics showed similar high 
incidence of parental deprivation by death 
and permanent separation ; 40% had been de- 
prived of at least one parent by these means 
prior to their nineteenth birthday. In con- 
trast, the incidence of deprivation was 17% 
in a control group of 69 medical students. 
Pollach, Malzberg, and Fuller(13) recorded 
parental deprivations in 38.3% of 175 schizo- 
phrenic patients whom they studied. Plank 
(14), in a study of 75 cases of schizophrenia, 
was also impressed by the frequency of loss 
of effective parental figures. 

On the other hand, Gerard and Siegel(15), 
in a study of 71 schizophrenic patients, state 
that 76% did not come from homes broken 
before the age of 10 years; 24% did. The 
breaking of the home did not seem to them 
to be a crucial determinant in the family back- 
ground, That this conclusion was not justi- 
fied by these data was indicated in a study 
by Preston and Shepler(16), who found that 
only 14% of a group of normal children of 
8 to 10 years came from broken homes. 

Oltman, et al.(17) found an incidence of 
parental deprivation (prior to the nineteenth 
birthday) of 34.2% of a group of 600 schizo- 
phrenics. This incidence was roughly identi- 
cal among individuals suffering from other 
psychoses and the control group, comprised 
of state hospital employees. They conclude 
from these data that the incidence of schizo- 


phrenia is unrelated to known external 
stresses or deprivations. The incidence of 
parental depriviation in their control group, 
however, is vastly higher than national inci- 
dence figures, which suggests that a control 
population of mental hospital employees is 
not as representative of the general popula- 
tion as they appear to believe. 

While there are no reliable data on the in- 
cidence of prolonged parental separation 
from causes other than death among the 
general population, the incidence of parental 
death among the general population has been 
determined. According to Fisher(18), or- 
phans (defined as persons who have lost one 
or both parents by death before the age of 
18) comprise 6.3% of the general population 
18 years of age or below. Of the Naval 
schizophrenic patients, 21% were orphaned 
before the age of 15 years ; 23% of the Elgin 
group were so orphaned. Allowing even for 
a considerable margin of error, the much 
greater preponderance of parental loss by 
death among this group as compared with 
the general population is most striking ; better 
than 3 times as many individuals of this 
group and 4 times as many of the Elgin 
group had lost a parent by death before the 
age of 15 years than in the case of the gen- 
erality. 

Among 100,000 random Bainbridge re- 
cruits 12% had lost a father by death prior 
to recruitment, 7% a mother, and 11.4% 
had lost one or both parents by separation, 
divorce, or death prior to induction. There 
is a somewhat higher incidence of parental 
bereavement among this recruit group than 
among the general population, which again 
may be related to a higher incidence of psy- 
chiatric disorders in the Navy. In some in- 
dividuals in the Navy the ordered predictable 
existence and the strong group ties appear to 
compensate for an insecure and deprived pre- 
enlistment background. Indeed, this appeal is 
implicitly, if not explicitly, recognized by the 
Navy, one of whose recruiting posters reads, 
“Join the Navy, where a fellow always has 
a friend.” It would be interesting to know 
if the parentally bereaved recruits are more 
prone to the development of emotional dis- 
orders, but this aspect of Naval ecology is 
not within the scope of this study. 

One might expect from psychodynamic 
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theory that loss of the mother in childhood 
would be a much greater trauma than the 
loss of the father and that this would par- 
ticularly be true for males. Barry(19), in 
1939, contrasted the percentages of maternal 
and paternal bereavement during the child- 
hood of 549 young psychotics. He found a 
very high incidence of maternal deaths and 
no substantial differentiation was obtained 
for paternal deaths. However, Blum and 
Rosenweig(20) found from a study of 147 
schizophrenic case histories that parental 
deaths occurred significantly more often than 
with normals, but tended more toward the 
paternal side for the male schizophrenic and 
toward the maternal one for females. 

In this group, 55% of the schizophrenic 
orphans lost a father, 33% a mother, and 
11% had lost both. In the Elgin group 46% 
of the schizophrenic orphans had lost a 
father, 36% a mother, and 18% had lost 
both. Among orphans in the general popula- 
tion, 63% had lost a father only; 34 a 
mother ; and 3% both. In both these schizo- 
phrenic groups therefore, it is seen that the 
percentage of antecedent loss by death of the 
father markedly exceeds that of the mother, 
just as it does in the general population. The 
incidence of loss of both parents is far 
greater in the schizophrenic group than 
among the generality ; 8.7% of this group had 
lost both parents by death, separation, or 
both before the age of 15 years. 

Paternally deprived orphans (by death) 
constitute 3.9% of the general population, 
maternally deprived 2.2%, and 0.2% have 
been deprived of both, according to Fisher 
(21). 

Among this schizophrenic population, 
11.3% were parentally orphaned, 6.9% ma- 
ternally, and 2.3% both. In the Elgin group 
10.7% were paternally orphaned, 8% ma- 
ternally, and 4.1% both. Both schizophrenic 
groups showed markedly higher incidence 
of parental loss by death than does the gen- 
eral population. In both this and the Elgin 
schizophrenic group the incidence of paternal 
loss by separation is greater than any other 
kind of loss. In the Elgin female moiety this 
was also true. These facts seem to indicate 
that the relationship to the father plays a 
role in the development of the child which is 
far more crucial and significant than has been 


previously considered and that his loss or 
rejection by him operates as a major stress 
situation. These data support the findings of 
Brodbeck(23) who, in an experimental in- 
vestigation of parental identification in a 
group of adolescent boys, found the father’s 
influence in superego development during 
this period significantly greater than that of 
the mother, 

In the histories of 13% of the cases was 
evidence not only of rejection and/or over- 
protection, but in addition, loss of one or 
both parents by death or separation anteced- 
ent to the age of 15 years. It was our con- 
sistent clinical impression that these cases 
were characterized by an earlier onset and 
by an especial severity and malignancy of the 
psychotic process. 

Of the 568 patients in this group, only 
8.4% had a history of no parental rejection 
and/or overprotection or parental loss be- 
fore the fifteenth year. In the Elgin group 
only 12% had such histories. This indicates 
that of the various factors considered in this 
study these two, pathological parental atti- 
tudes and parental loss, are most significant 
in the pathogenesis of schizophrenia. 

One might expect that the trauma of 
parental loss would be maximal during the 
early years of life, and that of the 2 parents 
the sustained loss of the mother would be 
much greater and more traumatic in effect 
than that of the father. Fisher(22) states 
that of all orphans in the general population, 
7% were orphaned before the age of 5 years, 
24% between 5 and 9, 47% between 10 
and 15. 

In this group there were 117 schizophrenic 
orphan males. Of these 32% sustained a 
parental loss by death before the age of 5 
years, 23% between the ages of 5 and 9, and 
46% between the ages of 10 and 15. This 
indicates that stress occasioned by the loss of 
a parent is not limited to the earlier years, 
but that the loss is somewhat less of a stress 
if it occurs within the latency period and a 
considerably greater one if it occurs during 
prepubescencé and pubescence. In each age 
category the predominant loss sustained was 
that of the father rather than of the mother. 
This was also true of both males and females 
in the Elgin group. ; 
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CONCLUSION 


These data, as do those of a prior study, 
decidedly indicate that the vast majority of 
the schizophrenics of these studied groups 
have experienced prior environmental condi- 
tions which have resulted in the main in a 
deprived, unhappy, and insecure childhood. 
We might characterize the typical schizo- 
phrenic, as evidenced from this study, as a 
person who is often the youngest member 
of a large family, who had an unhappy and 
unloving relationship with one or both 
parents, and who may indeed have lost one 
of them during his childhood years, par- 
ticularly the father, by death or other cause. 

If we examine the factors which have been 
found to be frequently inherent as general 
antecedent conditions in this illness, we find 
that they may all be characterized by 4 iden- 
tical concomitants or results : (1) they arouse 
strong and persistent frustrations of basic 
needs; (2) they induce, propagate, and rein- 
force strong guilt—as a usual consequence of 
hostile and death wishes toward depriving 
and ambivalently regarded parental figures ; 
(3) they impede or prevent identification 
with strong adequate parental figures; and 
(4) as a consequence of the foregoing there 
is an impairment in self-regard and in the 
formation of concepts of personal adequacy. 

If it is our task to consider how these con- 
ditions are conducive to the development of 
schizophrenics, we must first remember that 
they occur during childhood, when the capac- 
ity for the methods of handling stress are 
qualitatively and quantitatively quite different 
from those of the adult. 

We know that the processes of rational 
appraisal, of abstraction, conceptualization, 
and of internal reward are not faculties in- 
herent in the psyche de novo. They are the 
result of learning and experience, and a 
learning which is of a slow and uneven de- 
velopment. The child has little capacity to 
autonomously comfort himself by hope, rea- 
son, language, or decisive changes in his en- 
vironment, as can an adult. Not only because 
of his physical weakness and dependent 
status, but also because of his age and limited 
learning, he is hardly able to use any adjust- 
mental device which depends for its effective- 
ness upon ability to prognosticate and extrap- 


olate, to reason and abstract congently, to 
conceptualize verbally and communicate, to 
estimate time accurately, etc. He is largely 
unable rationally and objectively to appraise 
himself, the world, or his place within it, 
without the help of others. He is dependent 
upon those others, not only for his bread and 
butter, but for any sustained conception of 
himself, his worth, and his adequacy. This 
conception of his own worth is invariably 
obtained by a uncritical absorption of the 
prevailing attitudes held toward him by sig- 
nificant persons in his environment, particu- 
larly the parents. This identification or in- 
ternalization without logical examination is 
essentially a magical process. 

The developing child is ubiquitously ex- 
posed to many situations which induce fear 
and guilt, and his defense against these strong 
and inevitable fears is necessarily a magical 
and illogical one; one which takes the form 
of uncritical identification with strong, lov- 
ing, and affectionate parents whose high re- 
gard of him is uncritically internalized and 
transformed through identification into an 
enduring high self-regard, self-esteem, and 
a self-confident approach to any presenting 
problems. 

Without this “magical helper,” which the 
good parent is, or should the parent be den- 
igrative and rejecting, the child is prema- 
turely faced with his inadequacy and vulner- 
ability and is hence forced by the painful 
pressure of strong fear and guilt to attempt 
their reduction by searching for external fear 
reducers or by having an increasing recourse 
to internal ones, such as fantasy, dereistic 
gratifications, and social withdrawal. 

This tendency to react in such a fashion 
to stress, coupled with strong persistent feel- 
ings of unworthiness, can be accentuated by 
any subsequent stress. Schizophrenia is pre- 
sumed to be one way in which such intense 
fear and guilt can be handled by regression 
to an infantile state where pleasure and grati- 
fication are more easily secured through 
fantasy and dereism and where surcease can 
be obtained from painfully pressing feelings 
of personal inadequacy and guilt. 

In a recent interesting paper by Stérring 
(24) the phenomenon of deliberation and its 
relationship to schizophrenia is discussed. 
Storring’s view is that internal deliberation 


| 
208 | | 
4 
ry 
4 
of 


1956] 


Cc. W. WAHL 


209 


is the integrating function of the highest 
order in each personality, the way in which 
important experiences and desired life situa- 
tions are brought into consciousness and inte- 
grated into awareness by a kind of internal 
appraisal. He considers that the schizophrenic 
is deficient in this capacity. It might be 
profitable to consider deliberation as a kind 
of internal communication, which is as diffi- 
cult for the schizophrenic as is effective ex- 
ternal communication. It is suggested that 
when we rationally deliberate or self-ap- 
praise, we internally communicate with the 
internalized parents, Meade’s “generalized 
other.” If this identification is impaired 
through pathological parental attitudes or 
absence of the parent, then the capacity for 
internal deliberation, self-consideration, and 
appraisal of reality testing would also be im- 
paired. 

Data obtained from other disturbed groups 
by the author, by Gleuck(25), Bowlby(26), 
Lindemann(27) and others indicate that 
these conditions are the anlage of many neu- 
rotic and psychotic disorders. As yet we have 
a very imperfect understanding of the com- 
plex manner in which rationality is developed 
and of those factors which impel toward 
magical thinking and dereistic problem solu- 
tion. An elucidation of this process is in 
many ways the most significant and challeng- 
ing problem which today faces psychiatry 
and the behavioral sciences. Some of the im- 
plications of these findings upon identifica- 
tion theory as a magical process will be con- 
sidered in a subsequent publication. 


SUMMARY 


1. The frequency of various antecedent 
familial experiences in the histories of 568 
schizophrenics from the U. S. Navy was de- 
termined and compared with incidence data 
from the general population, a group of 100,- 
000 Naval recruits, and, where applicable, 
to a previously studied group of 392 schizo- 
phrenics from the Elgin State Hospital. 

2. The factors investgiated were: (1) 
marked rejection and/or overprotection by 
one or both parents; (2) bereavement by 
death or separation of one or both parents 
prior to the fifteenth year; (3) placement in 


the sibling hierarchy; (4) family size; and 
(5) religious affiliation. 

3. It was found that among this group, 
50.3% came from homes in which there was 
severe rejection and/or overprotection by one 
or both parents. Severe rejection by one or 
both parents was by far the most frequently 
manifested attitude, 34% having been so re- 
jected, while only 9% were overprotected 
by one or both parents. A rejecting father 
was the most frequently encountered patho- 
logical parental attitude. 

4. Of the entire group 41% had lost a 
father or mother by death, divorce, or sepa- 
ration before the age of 15 years, as com- 
pared with 11.4% of such loss among the 
generality of Navy men. Approxiimately 4 
times as many of this schizophrenic group 
had been orphaned prior to their fifteenth 
year than in the general population. The loss 
of the father by death was predominant: 
55% of the schizophrenic orphans had lost a 
father, 33% a mother, and 18% had lost 
both. 

5. As to the sibling position, 18% were 
oldest children, 26% youngest, 12% next-to- 
youngest, and 14% were only children. All 
other placements constituted 31%. Youngest 
children slightly, but definitely, predomi- 
nated. Among the Naval group 25% were 
oldest children, 25% youngest, g% only 
children, and all other placements constituted 
34%. Possible implications of ultimate sib- 
ling placement on the development of the 
self are discussed. 

6. The average family size of members of 
the schizophrenic sample was 4.4 children 
per family. This compares with a national 
average of 2.2 per family. It is considered 
that large family membership may operate 
to produce specific stress situations; and 
mechanisms by which this might operate 
are described. 

7. Among the group, 51% were professed 
Protestants, 42% Catholics, 2% Hebrews, 
2% other or none. It is not certain that re- 
ligious membership per se played any decided 
role in the development of schizophrenic ill 
ness. 

8. Some of the implications of these data 
for identification theory and upon the genesis 
of schizophrenia are discussed. 


> 
4 
j 
& 
4 
; 
pray 


HISTORIES OF 568 SCHIZOPHRENICS OF THE U. S. NAVY 


[ Sept. 


BIBLIOGRAPHY 


1, Wahl, C, W. Am. J. Psychiat., 110: 668, Mar., 
1954. 

2. Symonds, P. M. Am. J. Orthopsychiat., 8: 679, 
May 1938. 

3. Levy, David M. Maternal Over-protection. 
New York: Columbia University Press, 1943. 

4. Boisen, A. T. Psychiat., 1: 233, May 1938. 

5. Sanford, S. P., and Lyon, W. B. Personal 
communication, 

6. Rosenweig, S., and Bray, D. Arch. Neurol. & 
Psychiat., 49:71, Jan. 1943. 

7. Dublin, Louis I. Personal communication. 

8. Medical statistics, 1953. Eighty-Ninth Annual 
Report cf the Surgeon General of the United States, 
NavMed P-s50a7, Table G., p. 8. 

9. Bowlby, J. Maternal Care and Mental Health. 
Geneva: World Health Organization, 1951. 

10. Gerard, D. L., and Siegel, J. Psychiat. Quart., 
24: 47, Jan. 1950. 

11. Barry, H., Jr., and Bousfield, W. A. J. Gen. 
Psychol., 50: 198, Mar. 1937. 

12. Lidz, R. W., and Lidz, T. Am. J. Psychiat., 
106 : 332, Nov. 1949. 

13. Pollock, H. M., Malzberg, B., and Fuller, 
R. G. Hereditary and Environmental Factors in the 


Causation of Manic-depressive Psychoses and De- 
mentia Praecox. Utica: State Hospital Press, 1939. 

14. Plank, R. Am. J. Orthopsychiat., 23: 817, 
Oct. 1953. 

15. Gerard and Siegel. Op. cit. 

16. Preston, G. H., and Shepler, W. M. Am. J. 
Orthopsychiat., 1: 2, Jan. 1931. 

17. Oltman, J. E., McGarry, J. J., and Friedman, 
S. Am. J. Orthopsychiat., 108: 685, Mar. 1952. 

18. Fisher, J. Soc. Sec. Bull., 13:13, Aug. 1950. 

19. Barry, H., Jr. Am. J. Orthopsychiat., 9: 355, 
Apr. 1939. 

20. Blum, G. S., and Rosenweig, S. J. Gen. Psy- 
chol., 31: 3, Jan. 1944. 

21. Fisher, J. Op. cit. 

22. Fisher, J. Op. cit. 

23. Brodbeck, A. J. J. Gen. Psychol., 84: 219, 
Mar. 1954. 

24. Storring, G. E. Monatsschr. Psychiat. u. 
Neurol., 124: 406, Oct. 1952. 

25. Glueck, S., and Glueck, E. Unraveling Ju- 
venile Delinquency. New York: Commonwealth 
Fund, 1950. 

26. Bowlby, J. Op. cit. 

a7. Lindeman, E. Soc. Transactions, Arch. Neu- 
rol. & Psychiat., §3: 322, Apr. 1945. 


ts 

4 

4 

q 

= 


PRELIMINARY APPRAISAL OF HOSPITAL DESIGN ' 


ALBERT H. FECHNER, M.D.,?2 ann RICHARD H. ANDERSON, M.D.* 
Sact Lake Crry, Utan 


At the conclusion of World War II, the 
Veterans Administration began what was per- 
haps the largest hospital building program in 
history. In the past the neuropsychiatric 
hospitals in the VA were of traditional de- 
sign and architecture. They were designed 
with one thought in mind—treatment of psy- 
chiatric illness. Other aspects of medical 
treatment were disregarded. Frequently 
these hospitals were located in isolated areas, 
isolated not only from the community, but 
also from capable and adequate professional 
personnel. Often they were isolated as well 
by physical barriers, such as an enclosing 
fence and guarded gates. 

Early in this new building program it was 
recognized that advances in psychiatric treat- 
ment methods had outstripped desigu and 
architecture for psychiatric hospitals. There 
was a need to integrate psychiatry and medi- 
cine ; to attract forward looking professional 
personnel by providing them with the finest 
in medical facilities, and there was a need for 
a broad program of medical education. Many 
of these considerations had been neglected 
in the past. Therefore, the VA decided to 
replace the traditional neuropsychiatric hospi- 
tal with a general type hospital, despite the 
fact that the beds would remain predomi- 
nantly psychiatric. The experience of the 
past few years has proven the soundness of 
this new design(1). Based on these concepts, 
the VA has constructed 6 such hospitals and 
3 others are yet to be built. 

Having abandoned the traditional philoso- 
phy of specialization in the treatment of psy- 
chiatric illness and integrated a complete edu- 
cational program with the design of a general 
hospital, the next stép was to determine the 
location of the hospital. The need for taking 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
May 9-13, 1955. 

2 Manager, Veterans Administration Hospital, 
Fort Douglas Station, Salt Lake City, Utah. 

8 Chief, Professional Services, Veterans Admin- 
istration Hospital, Fort Douglas Station, Salt Lake 
City, Utah. 


the predominantly psychiatric hospital out of 
the isolated countryside and locating it in a 
recognized medical center was evident since 
the quality of medical care is dependent upon 
the accessibility of competent staff. Further- 
more, it was recognized that the hospital 
should be built in a desirable section of the 
city with adequate acreage for outdoor recre- 
ational activities. 

The Salt Lake City hospital was the first 
of this group in full operation. With approxi- 
mately two and one-half years of experience, 
and over 1,800 admissions, we are in a posi- 
tion to draw some preliminary impressions as 
to the effectiveness of this particular hospital. 
The Salt Lake City hospital is located in a 
most desirable residential area, flanked on one 
side by the University of Utah, and only a 
short distance from the medical school and the 
downtown offices of private practitioners who 
serve as consultants. It was originally located 
on a 300-acre tract, which we have found to 
be larger than desirable as expanses of un- 
used land surrounding a hospital produce a 
somewhat forbidding appearance, and the 
illusion of protecting either the hospital from 
the community or the community from the 
hospital. A campus of approximately 150 
acres is adequate to meet all the outdoor 
recreational demands, and yet small enough 
to give the hospital the appearance of being 
a part of the community. Unlike the tradi- 
tional VA psychiatric hospital, this one is not 
enclosed by a high wire fence and guarded 
gates, thus largely alleviating the appearance 
of the traditional mental institution. The 
fact that the approach to the hospital is like 
that of any general hospital—it is completely 
open to the street in front, with no fence, 
and 2 of the patient buildings are within 200 
feet of the street—has done much in having 
the community accept this as another hospital 
without the thought of its being a mental 
institution. 

The question may be raised as to what 
effect an open hospital has on granting pa- 
tients the privileges of the grounds. With 
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our philosophy of treatment, there has been 
no limitation of granting ground privileges, 
which is only part of a planned treatment 
program. Pushing the four walls of a build- 
ing out to a boundary fence does not add to 
treatment, as patients can be neglected just 
as easily in fenced-in grounds as on a locked 
ward. 

Another factor in aiding patient and com- 
munity acceptance is the design and appear- 
ance of the buildings. The attempt to get 
away from the traditional “asylum” architec- 
ture was certainly highly successful in the 
Salt Lake City project. In addition to being 
distinctive and attractive, the buildings are 
entirely functional. However, the general 
layout of the buildings leaves something to 
be desired. The ward buildings and patient 
activity buildings, such as the recreation and 
theatre buildings, have a rather poor rela- 
tionship and are widely scattered, creating 
problems in effective utilization of personnel. 
Careful consideration must be given to per- 
sonnel time involved in taking patients from 
building to building. The number of man- 
hours spent in movement between buildings 
is no small item in personnel requirements, 
particularly in a type of hospital that is ad- 
mittedly costly in other respects to operate. 
Some of the slower patients require as long 
as fifteen minutes to go from the ward to 
the recreation building. The importance of 
the relative arrangement of the buildings to 
each other and the distances between must 
be carefully considered in hospital design. 
It is recognized that esthetic appearances re- 
quire that buildings be surrounded with 
shrubbery, lawns, etc., but for functional 
purposes, there has to be suitable compro- 
mise between landscaping and distances be- 
tween buildings. 

For some time there have existed two 
schools of thought on the subject of height 
of hospital buildings, namely the vertical 
building design as opposed to the horizontal. 
The buildings at this hospital are a combina- 
tion of the two types. The admission—“in- 
tensive treatment” building is a five-story, 
vertical building with clinics, laboratories, 
administrative and professonal offices on the 
first floor, patients on the second, third and 
fourth floors, and resident quarters and 
rooms for relatives of seriously ill patients 


on the fifth floor. This vertical type building 
for the acute psychiatric, neurologic, medical 
and surgical patients has proved to be highly 
satisfactory. Patients are easily accessible, 
facilities are readily available, and personnel 
time is conserved. On the other hand, the 
other buildings with entirely different prob- 
lems are more of the horizontal type, with 
one- and two-story structures. The one-story 
“infirm” building, with its enclosed gardens 
opening off the solaria and its various activi- 
ties located on one floor, has demonstrated 
its value for the treatment of the elderly, 
infirm patients. The “tuberculosis-psychosis” 
building of two stories has been found to be 
a satisfactory combination where the patients 
are easily available to the doctors, and there 
are necessary diagnostic and therapeutic fa- 
cilities readily available without making it too 
difficult to take patients out of doors. The 
same situation exists for the 120-bed “dis- 
turbed” building. 

Of all the factors that influence patient 
care and treatment, none is more important 
than the size and design of the nursing unit. 
It is quite obvious that the planners of this 
new-type hospital designed the small nursing 
units to provide the patients with as much 
individual attention as possible. Also, the 
smaller units prevent the patients from “get- 
ting lost” as frequently happens in nursing 
units with 50 to 100 or more beds. The ad- 
mission and acute intensive treatment build- 
ing consists of seven nursing units, ranging 
from 20 to 28 beds per unit and assigned to 
areas consisting of single rooms and four-, 
eight-, and sixteen-bed dormitories. We have 
found the size of the nursing units with 20 
to 28 beds each to be most satisfactory, and 
we do not believe there should be any ap- 
preciable change in the size of these units in 
this particular type of building. The TP-NP 
building is basically a four-ward building 
with 40 beds to a nursing unit. These 40-bed 
nursing units have proved to be unsatisfac- 
tory because of the difficulty of proper clas- 
sification of patients. This difficulty can be 
traced to the increased classification problems 
involving the TB-NP patient. Such a patient 
requires a rather wide range of classification 
and a larger number of such units with a 
smaller bed capacity would provide a better 
means of classification. Perhaps five nursing 


= 


1956] ALBERT H. FECHNER AND RICHARD H. ANDERSON 213 


units of 30 beds each or even six units of 25 
beds each could provide a more effective 
building for the classification and treatment 
of the TB-NP patient. 

The 120-bed, so-called disturbed building 
consists of four nursing units of 30 beds 
each. These 30-bed units have proved most 
effective for proper classification of patients 
and in facilitating an intensive, integrated 
treatment program which would not be pos- 
sible in larger wards. 

The 100-bed infirm or geriatric building 
consists of two 50-bed nursing units. These 
units should certainly be no larger than 50 
beds, and there is considerable question as 
to whether 40-bed units would not be more 
effective. It is exceedingly difficult to keep 
patients from becoming “forgotten patients” 
in a nursing unit of this size. 

A properly planned nursing unit provides 
suitable offices to meet the needs of the pro- 
fessional staff. At this hospital, all nursing 
units have five offices in functional relation- 
ship. The nurses’ station has direct observa- 
tion into the solarium and down the corridors 
leading to the bed areas. Adjacent to and 
interconnected by doors are the ward secre- 
tary’s office, the doctor’s office, and the doc- 
tor’s examining room, in that order. The 
interview room available for students and 
ancillary workers is located in the bed area. 
While this room is very useful, we are not 
clear as to the reason for its not being lo- 
cated in closer functional relationship to the 
other four offices. The social service offices 
are adjacent to the ward areas, easily acces- 
sible to families and yet close enough to fa- 
cilitate good working relationships with the 
remainder of the professional team. How- 
ever, adequate offices and examining room 
facilities are not available for the psycholo- 
gists. While not entirely satisfactory, some 
of the interview rooms have been assigned 
to the clinical psychologists, making it pos- 
sible for each nursing area to function as 
a treatment unit, with the physician, nurse, 
clinical psychologist, and social worker co- 
ordinating their efforts. 

The area that has caused more unfavorable 
comment than any other is that of the seclu- 
sion rooms. With very few exceptions, the 
medical and nursing staffs have seen little 
value in the specially constructed toilets 


placed in one corner of each seclusion room. 
The physicians and the nursing staff consider 
them a hazard and a problem in housekeep- 
ing and maintenance, providing little or 
nothing in the way of assistance in nursing 
care, and undesirable from an aesthetic 
standpoint. Most of the toilets have been 
removed. Another feature in the seclusion 
room which we have found to be virtually 
of no use is the floor drain with its sup- 
posedly tamper-proof cover. This drain has 
been a problem in maintenance and house- 
keeping and has provided little assistance in 
cleanliness. The specially designed doors to 
the seclusion rooms are of such heavy and 
unattractive material as to appear threaten- 
ing. It is our feeling that such a heavy door 
is not necessary and that a lighter, attrac- 
tively fabricated door would do much to re- 
move the jail-like appearance of these rooms. 
Despite the above obvious shortcomings, 
these areas have a number of outstanding 
features such as the well-constructed walls, 
sound proofing, radiant floor heating and de- 
tention screens instead of the traditional bars 
and grills. 

Unlike the conventional hospitals, no 
porches have been provided in the construc- 
tion at this hospital. In place of porches, 
enclosed patio gardens with seven-foot walls 
of the same material as the buildings have 
been provided. We have found these gardens 
to be extremely effective and, in our opinion, 
a marked improvement over the traditional 
porches. Our only suggestion is that more 
of them should be constructed. There are 
two garden areas for the infirm building, 
one for each nursing unit. This is ideal. One 
garden for the entire four-ward, 120-bed dis- 
turbed building is inadequate; we feel there 
should be one for each half of the building. 
There is none for the TB-NP building and it 
would be most advantageous to have an en- 
closed garden for this group of patients. It is 
realized that the authors of this design had 
intended to have at least part of the garden 
area landscaped; however, through some 
oversight, our enclosed gardens were hard 
surfaced in their entirety. This makes them 
most unsightly. This will be corrected as 
part of the area should be landscaped for 
beauty and part of it surfaced for recrea- 
tional activities. 
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Another feature of the nursing unit areas 
that needs correction is the system of door 
locks. Throughout the hospital, the barrier 
doors to the nursing units, stairways, etc., are 
equipped with bit key locks, which are in- 
convenient and obsolete and should be re- 
placed by cylinder locks. The bit key lock 
system is a matter of dissatisfaction to the 
entire medical staff, nursing service, and 
maintenance personnel. 

The food service facilities are a marked 
improvement over the facilities in the tradi- 
tional psychiatric hospital. In three of our 
four patient buildings there are two attrac- 
tively designed dining rooms on each floor ; 
each nursing unit has its own dining room 
which can be entered directly from the ward. 
All dining rooms are furnished with round 
tables, each of which will seat four. Table- 
cloths are used routinely in all our dining 
rooms. Cafeteria service is utilized with a 
serving kitchen located between the two din- 
ing rooms on each floor. We have found 
the food service to be far superior to that of 
the conventional mess hall with its long rows 
of tables, regimentation, and confusion. 
Probably the food service receives more fa- 
vorable comments from patients than any 
other feature in the hospital. These desirable 
dining room features are felt to be especially 
therapeutic in effect. The one exception to 
the high quality of food service in this hospi- 
tal is the service provided in the TB-NP 
building. A large dining room, with facilities 
for seating 120 patients, is located on the 
ground floor (the nursing units are on the 
first and second floors). There is only one 
small dining room on each of the two patient 
floors. Because of its distance from the 
wards, the large ground floor dining area is 
entirely unsuitable. The two dining rooms 
on the nursing unit floors are totally inade- 
quate in size. It is our understanding thet 
this deficiency in design has been corrected 
in some of the newer TB-NP buildings by 
entirely eliminating the large dining room 
and substituting two dining rooms flanking 
a central serving kitchen on each patient 
floor. This system would then be the same 
as is in effect in the other buildings at this 
hospital. 

At this hospital we have developed a sys- 
tem whereby food prepared in the central 


kitchen is moved in heated food carts through 
the underground tunnel system to the various 
ward areas. The use of the electric tractor 
has been found to be an efficient and ex- 
peditious means of transportation. 

In addition to the main kitchen, a complete 
auxiliary kitchen was provided in the admis- 
sion-treatment building, but has never been 
used. Since the cost of operation is too great 
for the good it can do, we have recently 
utilized this space for other purposes. 

Another impressive part of the hospital is 
the elaborate facilities for the physical medi- 
cine and rehabilitation program. The various 
hydrotherapy facilities are unusually spa- 
cious. The sedative hydrotherapy depart- 
ments, particularly the pack rooms, have had 
very little use, and have remained vacant 
month after month. The large pack room in 
the disturbed building has been converted 
into an occupational therapy clinic and the 
adjacent tub room, formerly used for pos- 
sible emergency hydrotherapy, has come to 
be used for other purposes. The physical 
therapy clinic on the first floor of the admis- 
sion and treatment building has been moved 
to the pack room on the fourth floor of this 
building, and the vacated physical therapy 
room was converted into a badly needed oc- 
cupational therapy room. These pack rooms 
have come to serve a very useful purpose 
since there is no separate building for oc- 
cupational therapy and other PM & R activi- 
ties. In both the admission-treatment build- 
ing and in the disturbed building, the tonic 
hydrotherapy departments have also had 
little use. We do not assume to know the 
answers to the future use of hydrotherapy, 
but in considering the fine activity programs 
in both PM & R and special service, it would 
appear that the needs and the facilities for 
hydrotherapy in hospitals should be reviewed 
with the possibility of radical reduction of 
these facilities. 

The hospital is well provided with special 
therapeutic areas. Facilities for occupational 
therapy, corrective therapy, educational ther- 
apy, and physical therapy are decentralized 
and placed in the ward buildings. The infirm 
building does have facilities for physical ther- 
apy, but no facilities for either occupational 
therapy or corrective therapy. If provisions 
for these activities had been made, the infirm 
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building would be in a much better position 
to provide a well-rounded treatment program 
for the elderly, feeble patient. The TB-NP 
building, while complete for all other PM & 
R activities, likewise, has no provisions for 
corrective therapy. We have found this to 
be an effective treatment and have made ar- 
rangements to provide space. As stated previ- 
ously, this hospital was not provided with a 
separate building for occupational therapy, 
manual arts therapy, and other PM & R ac- 
tivities. At this time it is indefinite as to 
whether a separate building is desirable or 
not. It is our belief that these activities 
should be decentralized with small clinics 
in the various ward buildings. It is more 
effective to integrate these activities into the 
over-all treatment programs for that particu- 
lar group of patients if the facilities are lo- 
cated in the ward building rather than 
in some distant building. Furthermore, 
whether we wish to admit it or not, the better 
patients are more likely to be permitted to 
go to a separate occupational therapy build- 
ing, and the sicker, disturbed patients remain 
behind. If the clinic or activity is an integral 
part of the building, all of the patients are 
more likely to benefit, and it is easier to fuse 
the entire personnel involved in patient care 
and treatment into a therapeutic team. 

The recreation building, consisted of a 
patients’ library, recreational hall, gymna- 
sium, swimming pool, bowling alleys, pool 
room, music rooms, studios, and canteen is 
most adequate. However, the distance is too 
great from the ward buildings, thus creating 
problems in the movement of patients. 

There are differences of opinion as to the 
effectiveness of the large recreation building. 
Among our own staff members there are 
those who believe that the presently designed 
building with its complete and generous fa- 
cilities would be ideal if it were more cen- 
trally located and more readily accessible to 
the ward buildings. There are others on the 
staff who doubt the wisdom in having such 
an elaborate building, particularly the large 
swimming pool and the unusually large gym- 
nasium. They argue that smaller facilities, 
located in selected ward buildings would pro- 
vide for more effective treatment and utiliza- 
tion. We shall be interested in the experi- 
ences of others. 


Our experience over the past two and one- 
half years and our review of the hospital 
design convinces us that the basic philosophy 
of this hospital is correct. It is obvious that 
the entire hospital and its facilities are 
focused on the individual patient, his care 
and treatment. The facilities are brought to 
the patient; everything is designed and 
planned so that all efforts can be integrated 
into a team approach. The offices of the 
ward physician, social worker, and psycholo- 
gist are all located in or near the nursing unit. 
The various special treatment facilities as 
provided by physical medicine and rehabilita- 
tion are near at hand. Each nursing unit has 
its own dining room in order to maintain the 
group spirit. Special treatment rooms on 
each ward, available conference rooms, and 
available rooms for group therapy are all 
designed to promote teamwork for small 
groups of patients. The possibility of patients 
becoming “lost” or “forgotten,” which can 
happen so easily in mass treatment, is re- 
duced to a minimum in this type of hospital. 
Each nursing unit is designed so as to pro- 
vide strictly functional operation in itself, 
This arrangement discourages the combining 
of wards so that one is used as a sleeping 
area while the other is used as a day time 
activity area. We have continued to oppose 
any procedure to combine wards. While such 
an arrangement might save some nursing 
personnel, the original purpose of the design 
would be entirely defeated and all the ad- 
vantages of the small nursing units, with 
their concentrated therapeutic efforts, would 
be lost. 

While our hospital does not have a sepa- 
rate GM & S building as do most of the 
hospitals of this class, it does have all the 
facilities in medicine, surgery, radiology, 
laboratory, etc., in the admission-treatment 
building, making it possible for us to handle 
any type of medical or surgical problem. It 
has been our experience that the traditional 
psychiatric hospital does provide emergency 
medical and surgical treatment, but compara- 
tively little beyond that. We have found that 
a hospital designed, equipped, and staffed to 
practice the broad aspects of medical and 
surgical specialties does not suffer from lack 
of material. With the exception of those pa- 
tients requiring deep X-ray therapy, this 
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hospital has not found occasion to transfer 
any case to another hospital for diagnostic 
or therapeutic purposes. We are convinced 
that this has a decided beneficial effect on the 
patients, who are quick to sense that this is 
actually a hospital, planned, equipped and 
staffed to meet their every need, and not just 
an institution to care for their “mental” 
needs, The patients are also quick to sense 
the advantages of the small nursing units 
with the resulting individual or small group 
attention. Such integrated therapy is in di- 
rect contrast to that provided in the large 
traditional ward. Patients hospitalized in 
various other hospitals have repeatedly 
pointed out this difference. The atmosphere 
of a complete hospital is certainly much 
more pleasing to the psychiatric staff than 
that of a partial hospital. The physicians 
feel that they are an integral part of the prac- 
tice of medicine, and that their specialty is on 
an equality with that of other specialties. 

A complete hospital is obviously more ac- 
ceptable to a medical school and to the private 
practicing colleagues who become the con- 
sultants. Our hospital was immediately ac- 
cepted by the local medical school and inte- 
grated into its teaching and research activities. 
Not only has it been possible to provide the 
hospital with outstanding specialists in all 
fields, but it has also been easier to recruit 
well-qualified, full-time personnel in the 
various specialties because of the opportuni- 
ties available in teaching and research. We 
provide residency training in four specialties, 
either through the approval of our own hospi- 
tal or through integration with the medical 
school. Plans are underway for extending 
residency training in two additional special- 
ties. The medical school also utilizes the 
hospital for its undergraduate teaching pro- 
gram by assigning medical students as clinical 
clerks. These programs obviously are pos- 
sible only in a hospital with complete fa- 
cilities, suitably located and properly staffed. 

In evaluating the effectiveness of a pro- 
gram, patient turnover and length of hospi- 
talization have to be considered. However, 
a meaningful statistical analysis requires a 
large number of patients over a long period 
of time. We hope to do this at some future 
date. 


CONCLUSION 


There are several features in the design 
with which we do not agree. Some of these 
can be changed or corrected in present struc- 
tures. Others can be corrected in new hospi- 
tals, if our impressions are sustained by the 
experiences of others. Aside from these, the 
concepts that have led to the design of this 
type hospital are sound and are a marked 
improvement over the traditional neuropsy- 
chiatric hospital. A long step has been taken 
to bring the design and architecture in line 
with the advances made in psychiatry. 
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DISCUSSION 


Paut Haun, M.D. (Winston-Salem, N. C.).— 
These new hospitals were programmed by doctors, 
geographically located by doctors, designed, planned 
and built from site arrangement to hardware screws, 
under the constant, meticulous scrutiny of doctors, 
and by their single direction. In an entirely new 
sense, and in one never even approximated before, 
these are psychiatry’s own hospitals. 

In their thoughtful analysis of the Salt Lake City 
Hospital, Dr. Fechner and Dr. Anderson have 
found things to commend in the physical plant, and 
other features which they do not like. It could 
scarcely be otherwise, since neither of them was 
solely responsible for the design. None of these 
hospitals completely satisfied Dr. Tompkins or me, 
or many other psychiatrists who pooled their ideas 
of what a good hospital should be. One of the earli- 
est, and I believe, one of the wisest policy decisions 
made by the planners was that group decisions 
would be made. If one man could not convince the 
others that his idea contributed to the best standard 
of patient care, his suggestion was dropped. Each 
doctor, each nurse, each dietitian, each laboratory 
man who took part in the planning had to give 
up every personal idea he failed to sell to the group 
as a whole. 

The planning group recognized from the beginning 
that the hospitals would not meet the highly personal 
preferences of any one individual. They were to be 
built as purposive, intentional compromises. But af- 
ter this necessary and inevitable decision was made, 
five additional goals of great significance were set 
up: (1) Compromises were to be made only within 
the area of conflicting medical issues, never between 
the patient’s interest and nonmedical pressures; 
(2) the often invoked principle of realism as con- 
cerned capital investment and obligatory staffing 
patterns would be applied from an exclusively medi- 
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cal standpoint untinged by nonmedical economic 
considerations; (3) every feature of the completed 
hospital, every detail of size, location, arrangement, 
finish and appointmnet would have to receive clear 
medical justification; (4) the complete hospital 
would reflect in all its parts a consistent, integrated 
and efficient medical program of patient care; (5) 
the principie of maximum medical flexibility would 
be followed so that physicians with widely diver- 
gent philosophies of treatment and care could oper- 
ate with minimal inconvenience. On the basis of 
an intimate connection with the program, extending 
over a period of 6 years, I believe these principles 
were undeviatingly followed. 

There is not a feature in these hospitals which 
every psychiatrist would personally endorse, nor 
is there one which some psychiatrist would not 
condemn. Dr. Fechner and Dr. Anderson have 


given us an excellent calibration of their own re- 


sponses to the physical structure of the hospital. 
This is both interesting and valuable. What would 
be of even broader significance, would be a series of 
papers on this subject, papers which only those 
who are operating these unique new psychiatric 
hospitals could write. I am thinking of a broad 
study of hospital structure as a therapeutic instru- 
ment, Given a physical plant, medically conceived 
and medically planned to the tiniest detail, what 
happens to discharge statistics, to remission rates, to 
the level of hospital adjustment, to the population 
of disturbed wards, to all aspects of patient care 
when each existing physical feature of these beautiful 
new structures is fully exploited? Might there not 
be justification for a novel of this kind? What 
measurable things happen to patients if we adjust 
our diagnostic and therapeutic habits to make pos- 
sible the conscious and purposive use of a hospital 
as a physical instrument for good treatment? 
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INTRODUCTION 


Fear of flying is an omnibus expression 
used for convenience in the armed forces to 
categorize air crew members whose flying 
proficiency is threatened or impaired by de- 
creased motivation or psychiatric symptoms. 
In no sense a diagnosis, it comprehends ex- 
aggeration of the inherent conservatism of 
advancing age, the deleterious effect of cer- 
tain environmental influences, and actual 
psychiatric illness. 

This paper describes my experiences in 
the psychiatric evaluation of fear of flying 
cases for the U.S. Air Force in Korea during 
the 17-month period from April 1953 
through August 1954. The final 4 months 
of hostilities and the succeeding 13 months 
of uneasy truce are thus included. I believe 
that my observations will prove of value to 
civilian and military physicians in providing 
a rational approach to the emotional prob- 
lems of flight. Although the data are derived 
from studies on pilots and navigators, the 
implications for other crew members and 
passengers will become apparent. 


METHODS 


Administrative policies assured that all 
crew members professing fear of flying, or 
demonstrating such a reaction in the opinion 
of their commanding officers or flight sur- 
geons, received psychiatric appraisal. Not 
included in this study are cases of transient 
nonincapacitating psychosomatic disorders 
handled satisfactorily on routine sick call. 
Flight surgeons estimated that between 2% 
and 5% of their flying personnel received 
treatment sometime during the Korean tour, 
for a psychosomatic complaint. Also ex- 
cluded are occasional behavioral disturbances 
such as acute alcoholism, which were re- 
solved outside medical channels. It is ap- 
parent that in effect, the criterion for a man 
being included in this study, was emotional 


1 This study was conducted while the author was 
serving as Chief of Psychiatric Services for the 
Fifth Air Force in Korea. Present Address: 3761 
Stocker Street, Los Angeles 8, Calif. 


FEAR OF FLYING IN KOREA 
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disorder sufficient to threaten or impair flying 
proficiency. 

The subjects of the study were inter- 
viewed at length by the author. When it was 
indicated, they were accompanied on test 
flights. In some cases Amytal interviews were 
obtained. Discussion of each man’s case with 
his commanding officer and flight surgeon 
was an integral part of the appraisal. After 
evaluation the subject was evacuated to 
Japan, if necessary, for brief intensive psy- 
chotherapy with Col. Lucio E, Gatto, Con- 
sultant in Psychiatry for Far East Air 
Forces. 


RESULTS 


In the 17-month period under discussion, 
15 men were referred by their flight surgeons 
as “possible fear of flying reactions” (Table 
1). Seven were pilots of conventional (i.e. 
non-jet) aircraft, 6 were jet pilots, and 2 
were navigators. Five (cases I, 3, 5, 12, 13) 
stated flatly that they no longer wished to 
fly; 7 (cases 4, 6, 8, 9, 10, I1, 15,) demon- 
strated serious psychological or psychoso- 
matic symptomatology ; and 3 (cases 2, 7, 14) 
were referred because of severe behavioral 
disturbances. 

The final column of Table 1 lists the au- 
thor’s impression in each case as to the rela- 
tionship between the symptomatology and 
flying. Incidental relationship implies that 
the adverse reaction to flying represented an 
incidental symptom in a psychiatric condition 
otherwise quite unrelated to flying. Exacer- 
bated by flying indicates a direct effect of 
flying on a pre-existing, clinically apparent 
psychiatric illness. Precipitated by flying is 
reserved for those who would have been con- 
sidered clinically well, had not flying evoked 
symptoms. Five cases comprise the first of 
these categories, 7 the second, and 3 the 
third. 


DISCUSSION 


Most striking is the infrequency of serious 
emotional disturbance relating to flying. Fif- 
teen cases is a minute fraction of the total 
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number of flying personnel in Korea. More- 
over, all but 6 were eventually returned to 
flying or non-flying duties; the remaining 6 
were discharged or were awaiting discharge 
at the time of this report. The relatively 
small incidence of combat losses in 1953, the 
policy of rotating men to the United States 
after a definite number of months or mis- 
sions, and the generally high caliber of men 
selected as flying officers, are the factors be- 
lieved to be responsible. 

It was possible during this tour in Korea 
to obtain interviews with many pilots other 
than those listed above and to observe them 
in their aircraft, their barracks, and their 
clubs. Eight who had been shot down over 
North Korea, imprisoned by the Chinese, 
and returned to the United Nations Com- 
mand during “Big Switch” were interviewed 
before embarking at Inchon for return to the 
United States. 

There exists a basic and universal discom- 
fort attending any significant separation from 
the earth’s surface; it has recently been de- 
scribed by Gatto(1) : 

Undoubtedly, all persons who desire to fly—that is 
to be sustained in the air with no visible support 
from the ground-—originally possessed a basic, per- 
haps instinctive “fear of flying,” through the knowl- 
edge that a failure in the mechanism of being sus- 
tained in the air could result in injury or death by 
falling through space with great force until impact 
is made with the earth. 

tond(3) has written in detail of the un- 
conscious meaning to the individual of air- 
planes and the act of flying. The close identi- 
fication of a young pilot with his aircraft and 
his narcissistic investment of it are found 
with sufficient frequency among flyers to 
support the contention that some of the at- 
traction of flying lies in the ease with which 
it allows for sublimation of basic drives. 

In the course of the observations compris- 
ing this study, a rather constant, step-by-step 
sequence of reactions typifying the develop- 
ment of “fear of flying’ has become appar- 
ent. The characteristics of this pattern, and 
its significance in elaboration of the end re- 
sult, are worthy of discussion. The stages 
here described have their counterpart in the 
non-pilot. 

Stage 1: The initial thrill —The sensation 
of thrill occurs regularly during the first few 
flights, in passengers as well as student pi- 


lots. Thrill, often considered masked fright, 
appears when Gatto’s basic fear is denied or 
rationalized. It is closely akin to the excite- 
ment of riding the roller-coaster or loop-the- 
loop. 

Stage 2: The hot pilot.—After a variable 
number of flights, presumably when the basic 
fear is completely denied or repressed, the 
awesome, uncanny, “wonderfully-terrifying” 
thrill passes, to be supplanted by a stage in 
which flying quite obviously acts to satisfy 
an intense emotional need. It is here that the 
symbolism of flight seems to become im- 
portant. The “hot pilot” or “tiger,” bois- 
terous and flamboyant, is most at ease in the 
cockpit. On the ground he is restless ; while 
he is flinging his body and his plane through 
the sky he is supremely happy. 

Stage 3: The airplane-driver.—The term, 
airplane-driver, has been coined by pilots to 
define an analogy between the career flyer 
and the truck or bus driver. With long flying 
experience and emotional maturation the 
pilot settles down, flying becomes less of a 
stimulating experience and more “a day’s 
work.” This is the stage reached by most 
older pilots and represents the normal and 
desirable end point. The passenger who is 
no more affected by a plane ride than by an 
automobile journey is the passive counter- 
part of the airplane-driver. 

Stage 4: Emergence of anxiety.—In the 
course of any of the above 3 stages a trau- 
matic experience, a symbolically significant 
event or mounting stress from any other 
source may overwhelm repressive defenses 
with consequent reactivation of fear or anxi- 
ety. Stage 2 or Stage 3 may be by-passed. 
A harrowing experience or the death of a 
close friend in an aircraft accident are the 
most common precipitating events. Similarly 
a passenger who has flown regularly without 
discomfort may, in response to any stress, 
diffuse or specific, become apprehensive 
about flying simply as part of an anxiety 
reaction. 

Stage 5: Defense formation.—The final 
step, erection of psychological defenses 
against developing anxiety, whether in the 
form of phobic reactions, hysterical symp- 
toms, depression, or behavioral disturbances, 
follows as a matter of course. The type of 
defense will depend upon the subject’s pre- 
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morbid personality and his earlier conflicts. 
Obviously, Stage 4 may be fleeting in some 
persons and protracted in others. An ex- 
cellent dissertation on the mechanism of de- 
fense formation in flyers, along with appro- 
priate examples can be found in Gatto’s 
papers(I, 2). 

Two cases which illustrate the step-by-step 
development of a fear of flying reaction are 
described. 


Case 9.—This 31-year-old jet pilot was referred 
for “possible fear of flying.” During a tactical in- 
tercept training mission in early 1953, it had been 
necessary to fly through a heavy thunderstorm rely- 
ing completely on instruments. He first became 
slightly apprehensive at seeing “St. Elmo’s fire” 
bouncing off the wings, then noticed that he was 
losing airspeed. The instrument panel began to 
swim before his eyes, he felt that the plane was 
tumbling (a forward, end-over-end motion) and 
out of control and his orientation in space was lost. 
He elected to bail out but the seat ejection apparatus 
failed and the canopy jammed. After a panic-stricken 
minute or two he was able to butt the canopy away 
with his head and crawl free of the plane. He para- 
chuted to safety and was rescued a short time later, 
having sustained a few minor injuries during bail- 
out. An accident investigating board concluded that 
he “did not properly utilize flight controls to effect 
recovery from an unusual position.” 

Following brief hospitalization the officer was re- 
turned to flying status to enter combat training in 
the F-84. He quickly found that whenever it be- 
came necessary to fly in “weather” he felt panicky, 
lost confidence in his instruments, and seemed to be 
obsessed with the idea that he would crash. The 
instrument panel seemed somehow strange and un- 
familiar and the cross-checking of instruments nec- 
essary to determine his aircraft attitude became 
labored, no longer automatic. 

I accompanied him on a test flight in a T-33 jet 
trainer, although not under strict instrument condi- 
tions, and noted his compulsive talking and joking 
throughout the flight, but no other unusual behavior. 
After 6 hours of study, including abreaction of the 
traumatic experience under Amytal, the pilot was 
transferred to an air force psychiatric installation 
in Japan for therapy. 

It was learned that his father had been unpre- 
dictable, harsh, and oppressive. He was poorly edu- 
cated and often lost the family’s savings on ill- 
considered ventures. The pilot’s mother had been 
hospitalized for “pellagrinous dementia” from the 
time he was 8 until he reached 16 years of age. The 
oldest son in a large family, he was coddled and 
petted by his mother until she “went away.” During 
adolescence he was a daredevil, racing “hot rods” 
and motorcycles about the countryside with utter 
abandon. It was generally assumed by the neigh- 
bors that he wouldn’t last long. In 1941 he entered 
service and in the subsequent 12 years lost 6 planes, 
twice narrowly escaping death. In no case was the 


accident proven to be his fault. He experienced 
little apparent concern for his safety until after the 
present accident. 

The initial thrill of flying (Stage 1), noted dur- 
ing the first few flights as a student, had been 
quickly replaced by a sort of reckless abandon 
(Stage 2) which lasted through his combat tour in 
Europe in World War II. He delighted in games 
of “follow-the-leader” in and out of cloudbanks 
and around mountain peaks. Flying became “my 
whole life.” His marriage in 1947 to a patholog- 
ically jealous woman who at times became violently 
combative, threatened to kill him and their baby, 
and finally proved unfaithful, led to repeated sep- 
arations but “never really shook me up too much so 
long as I could keep on flying.” 

During the past 3 or 4 years he had begun to 
“quiet down” (Stage 3). His marital situation, still 
by no means ideal, had improved and he felt it 
might last. He no longer took long chances in the 
air and felt that he was on the way to becoming, 
in his own vernacular, “a good old airplane-driver.” 
His superior officers were not quite so convinced, 
nor was the flying safety officer, but his perform- 
ance was generally satisfactory and he continued to 
fly until the present accident. 

In retrospect it became apparent that a number 
of stresses, including assignment to Korean action 
with the consequent added strain on his precarious 
marriage and the added threat to his personal safety, 
had combined to elaborate anxiety and tension 
(Stage 4). His associates had been aware in the 
weeks preceding his accident of his having become 
increasingly irritable, short-tempered, and petulant. 
Whether his emotional state contributed to the acci- 
dent or not can perhaps never be proven, In any 
case, once the accident had occurred, a nidus for 
phobia formation had been established (Stage 5). 
Following 6 weeks of psychotherapy in Japan, he 
returned to Korea, much improved but still ill at 
ease and uncertain under instrument flight condi- 
tions. He has been assigned to nonflying adminis- 
trative duty and is doing excellent work in that 
capacity. 

Case 13.—This 22-year-old jet pilot was ad- 
ministratively grounded in early 1954 for “habits, 
traits of character, and personality characteristics 
which preclude his continued utilization in flying.” 
Before proceeding with a final disposition of his 
case, he was referred for psychiatric study. 

The officer had been criticized for expressing the 
idea that all he wanted to do was get in his 4 hours 
of flying per month, for trading his strip alert after 
a night out without notifying his commander, and 
for suddenly becoming sick before a flight. He con- 
tended that these charges had been distorted and 
exaggerated for the purpose of passing the buck 
(for other accidents in the squadron) to innocent 
parties. 

Earlier history revealed that he was an only child. 
His mother was a college graduate, “overly in love” 
with the patient, his protector and defender in argu- 
ments with the father. She was a large good- 
natured woman, a former school teacher. His father 
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was a retired sergeant, born in Austria, “bull 
headed,” hard, strict. He felt that the patient was 
“mother’s boy” and for this reason the two never 
got along well. After completing high school and 
a little college the patient entered the Air Force. 

He had flown during adolescence with barn- 
stormers, without his parents’ knowledge, and en- 
joyed it immensely. He could not recall ever being 
afraid, but found the lurching and reeling of small 
planes exciting (Stage 1). He compared it to the 
feeling one gets “speeding down a dark street in a 
tin lizzie with the lights out.” During cadet train- 
ing the prominent emotion in his plane was not of 
excitement but “release and relaxation—like when 
you take a deep sigh and get the bad air out of 
your lungs” (Stage 2). Then, for a short period, 
beginning perhaps 2 months prior to his departure 
for Korea, he had become reasonably contented 
with his life as a pilot, to the point where he 
began rewriting his life insurance policies with a 
view toward making flying hs career (Stage 3). 

At the time of the examination the patient had 
been in Korea 5 months. Six weeks after his ar- 
rival it became apparent to him and to his superior 
officers that he was showing impaired facility in the 
handing of his aircraft. He found flying “a chore,” 
no longer had a desire to improve his ability, be- 
came excessively critical of his fellows, and tended 
to stay more and more by himself. He admitted, 
after careful consideration and to the accompani- 
ment of considerable discomfort, that there might be 
some relation to a near-accident 2 weeks after he 
arrived in Korea, in which he almost crashed on 
account of a defective aileron. 

He considered himself “put upon,” discriminated 
against, the “fall guy.” In the final analysis there 
was ample evidence that the combined stresses of 
overseas assignment, plus a near-accident, had 
evoked anxiety (Stage 4) in this predisposed indi- 
vidual, which very quickly became masked by a 
tendency to project blame upon others and by a 
negative motivation toward flying and partial dere- 
liction of duty (Stage 5). His superior officer, an 
extremely alert pilot himself, was quick to appreci- 
ate the nature of the problem. 

The pilot received psychotherapy and eventually 
relinquished his tendency to project and showed a 
more mature adjustment in his squadron. There 
was no significant change in his attitude toward fly- 
ing, however, and he was finally assigned to ground 
duty where his work has been satisfactory. 


Résumé.—These cases are representative 
of the group in the manner of progression 
through a series of stages. Case 13 only 
briefly reached the airplane-driver stage. 
Among the remaining 13, symptoms of anx- 
iety, often in a free floating form, frequently 
appeared during Stage 2 and in such cases 
Stage 3 was either very transient or was by- 
passed altogether. 

The erection of defenses against anxiety 


has received extensive attention in studies of 
psychopathology. Ordinarily it seems that, 
given a certain defense, a reasonable explana- 
tion can usually be provided in retrospect, 
in terms of the subject’s developmental 
history. However, the ability to prognosticate 
who will become psychiatrically ill, the type 
of illness to be expected, and the conditions 
under which symptom formation will de- 
velop, is a difficult task. With our present 
knowledge it is doubtful whether it is given 
to anyone to predict, except in a very general 
way, what men in a large group of ‘pilot 
candidates might be expected to develop 
“fear of flying.” The experience of Bond 
(3) suggests, and the present study offers 
confirmation, that “morale,” the liklihood of 
sustaining injury or death, and the premorbid 
personality, are all of major importance. The 
“weeding out” of persons with highly suspect 
premorbid personalities has not received a 
great deal of attention. In general, a man’s 
performance is the important consideration in 
selecting flyers. 

In the selection of flyers, the desire for 
highly standardized, generally applicable, so- 
called “objective” indicators, particularly in 
the form of performance tests and batteries 
of projective devices, has resulted in a rela- 
tive lack of emphasis on the more subjective 
psychiatric interview. The low incidence of 
emotional disabilities speaks well for the 
methods in use. However, increased atten- 
tion to the findings of psychiatric interviews 
might serve to decrease the incidence still 
further. Condrau(4) states that Swiss pilots 
undergo prolonged psychiatric evaluation in 
the course of their selection and training. To 
what extent this has altered the composition 
of the Swiss Air Force in the direction of 
insuring against fear of flying reactions has 
never been put to the test in a combat situa- 
tion. 


SUMMARY AND CONCLUSIONS 


1. “Fear of flying,” implying emotional 
symptoms sufficient to threaten or impair 
flying proficiency, was infrequent in Korea 
during 1953 and early 1954. Fifteen cases 
were referred for psychiatric appraisal in a 
17-month period. 
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2. The process of attaining a calm, mature 
approach to flying, in pilots and passengers, 
involves passing through certain distinct 
stages during which the mechanism of re- 
pression is operative. 


3. Development of typical fear of flying 
reactions is discussed and exemplified by il- 
lustrative case histories. 
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LOBOTOMY: A 6-YEAR FOLLOW-UP OF 45 PATIENTS 
MARVIN J. SCHWARZ, M.D.,1 Cuiucaco, 


This paper summarizes the long-term re- 
sults of a series of 45 patients followed for 
an average of 6 years following surgery, the 
majority of whom had been preoperatively 
diagnosed as schizophrenics. 

A comparison of our results with those of 
other authors indicates the relatively poor 
effects of the procedure in our patients. Sug- 
gestions will be made as to the reason for 
this. 

Brody and Moore(1) in their relatively 
extensive review of the literature have 
pointed out that results are fairly uniform in 
spite of variations in operative technique 
and in the methods of patient evaluation. 
Most authors(2-13) report good results in 
roughly one-third of schizophrenic patients 
and in roughly two-thirds of patients with 
affective disorders. The very large series of 
the Board of Control of Great Britain is 
typical. They collected a series of 1,000 pa- 
tients operated upon in England. Of these 
they list 24.8% as recovered, 42.8% as im- 
proved, 25.4% as unchanged, 1% as worse 
after operation, 4.5% as relapsed after initial 
improvement, and 3% as operative mortality ; 
35.9% of their patients were discharged 
subsequent to surgery. 

None of these series included adequate 
controls, nor are good controls included in 
our series. This would be extremely difficult 
since the lobotomy patients do not represent 
a random sampling of the hospital popula- 


1 Formerly with the Westborough State Hospital 
of the Massachusetts Department of Mental Health ; 
now at Michae!' Reese Hospital, Chicago, Ill. 


tion. Some of the difficulties inherent to 
psychiatric statistics were pointed out by 
Penrose and Mann(14) in their studies on 
electric shock. Bourne(15) in his considera- 
tions of insulin shock has also pointed out 
some of the pitfalls of .psychiatric statistics. 
Lehoczky and Lehoczky(16) have indicated 
the need for adequate controls in evaluating 
psychiatric therapy. All of these workers 
point to the need for considerable caution in 
the evaluation of any treatment for mental 
diseases. 

The accompanying tables represent a sum- 
mary of our results. Thirty-eight patients 
(84% of the total) were schizophrenic. The 
statistics for the entire series therefore re- 
flect principally upon this group. Only 27% 
of our patients have been discharged as of 
1954 (Table 1). The average post-operative 
period is about 6 years (Table 4). Our dis- 
charge percentage is only slightly below that 
of most other workers. 

The major deviation of our results from 
those of most other series is among the pa- 
tients who have stayed in the hospital. Most 
other authors, such as Freeman and Watts 
(6,7), report that roughly 4 of these patients 
(4 of entire series) show definite evidence 
of improvement even though they do not 
become well enough to leave the hospital. 
Table 2 represents a brief breakdown of our 
results in this group of patients. Further 
details are given in Table 3. Our hospitalized 
patients appear to be essentially unimproved 
since surgery (Table 3). We do not even 
see as much improvement in this group as 


TABLE 1 


PRESENT STATUS OF PATIENTS * 


Total cases 


Diagnosis 

Schizophrenic 
Manic depressive 
Involutional psychosis 
Psychosis with mental deficiency 
Psychosis with psychopathic personality... . 
Psychoneurosis 

Total 

* As of February 1954. 


t 3 in Metropolitan State Hospital ; 
Hospital, and Bedford Veterans Administration Hospita 
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hospitals f 

Num- Group Num- Group Num- Group 
ber % ber % ber % 


23 9 
1 - 2 
I 


Discharged 


I 
1 
7 


26 12 


1 each in Worcester State Hospital, Danvers State Hospital, Foxborough State 
1. 


ig 
- 
Num 
Ns ber 
38 100 24 
3 
I -- om» 
Tad 
7 45 100 27 


MARVIN J. SCHWARZ 


TABLE 2 


Present Warp Distrinution or Patients Sriuz at W.S.H. 


Diagnosis 
Schizophrenic 
Manic depressive psychosis 
Psychosis with mental deficiency. . 
Psychoneurosis 


might be expected in an untreated control 
group. Each patient was evaluated upon 
the basis of a careful study of the records of 
many years of hospitalization. Each case was 
discussed with the various ward personnel 
who had contact with the patients over a 
period of years. It was thus possible to ob- 
tain a fairly good estimate of the patient’s 
adjustment since surgery. Patients were care- 
fully interviewed on the wards. The impres- 
sions listed in Table 3 represent opinions ar- 
rived at after consideration of these and 
other related factors. 

An attempt was made to evaluate each pa- 
tient in terms of whether or not he, as an in- 
dividual, benefited from the procedure. To 
do this, the patient’s entire course was re- 
viewed with respect to changes in behavior 
and mental status. Behavior was considered 
in terms of such factors as combativeness, re- 
sistiveness, antisocial activities, untidiness, 


TABLE 3 
IMPRESSIONS OF Patients Stitt at W.S.H. 


Improved Unimproved 
since since 
surgery surgery 


Schizophrenia 2 
Manic depressive psy- 

chosis 
Psychosis with men- 

tal deficiency .... 1 rs) I 
Psychoneurosis 


oe I I 
-. 26(100%) 2(18%) 24 (92%) 


Diagnosis 


Home 
visit 


Disturbed Closed Semi-open Open 
wards wards wards wards 


10 
I 
I 
12 


seclusiveness, and other similar character- 
istics. These were viewed in relation to social 
adjustment, which was further considered 
in terms of relationships with other patients, 
with hospital personnel, with families, and 
with various community groups such as em- 
ployers. 

We believed that improvement or lack of 
improvement should be evaluated in terms of 
these factors. The patient’s activities in close 
interpersonal relationships were considered 
as one of the best indices of his apparent 
mental health. 

Mental status was evaluated by a standard 
outline. Special emphasis was placed upon 
changes in mood and upon increases or de- 
creases in psychotic symptoms such as de- 
lusions, hallucinations, and ideas of refer- 
ence. The material derived from the inter- 
views with patients was integrated with the 
material from clinical records and that ob- 
ained from discussions with attendants, 
nurses, occupational therapist, and other ward 
personnel who have had close contact with 
the patient over a number of years. Impres- 
sions obtained from families were similarly 
considered. Finally all this material was re- 
viewed to determine whether the patient was 
happier and better adjusted since surgery. 
He was then listed as either improved or 
unimproved. 

This was considered as a more meaningful 


TABLE 4 


Date or SuRGERY 


Diagnosis 
Schizophrenia 
Manic depressive psychosis.... 
Involutional psychosis ‘ 
Psychosis with mental deficiency 
Psychosis with psychopathic personality 
Psychoneurosis 


* (ne patient in this group received unilateral lobotomy in each of 2 successive years. 
t This was the only patient to receive unilateral rather than bilateral lobotomy. 
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TABLE 5 


MISCELLANEOUS DATA 
Schizo- 
phrenia Others 
Sex 
Male 


First hospitalization for psy- 
chosis 
Before 1920 
1921-1930 
1931-1940 
1941-1045 
1946-1950 
Total 
First admission to Westborough 
sefore 1920 
1921-1930 
1931-1940 
1941-1945 
1946-1948 
1949-1951 
Year discharged * 


N= 


SO 


DH AN 


45 


* Of these, 6 were discharged from Westborough State 
Fosoital and 6 were discharged from Boston Psychopathic 
lospital, 


approach than the statistical classification of 
the entire series by a long list of symptoms. 
Such classification can not overcome the fact 
that the same symptom does not mean the 
same thing to different patients. Symptoms 
are meaningful only in terms of our under- 
standing of the individual patient. 

The largest group of these patients are 
still on disturbed wards (Table 2). Only 
4 are on open wards. Of these, 2 represent 
considerable behavior problems. Ward per- 
sonnel describe them both as major “trouble- 
makers.” A third is a youth who is now only 
24 years old; he was 16 at the time of 
surgery. He has been making a fairly good 
adjustment since. The one patient on home 


visit is now on his fifth home visit. His 
family have found it necessary to return him 
in each previous case. Patients must be out 
for a year before they are considered as dis- 
charged. 

Table 5 is a listing of miscellaneous data. 
One patient had surgery at the Cushing 
V.A. Hospital ; all others were operated upon 
at the Boston Psychopathic Hospital. There- 
fore some of these patients may also appear 
in the recently published series of Green- 
blatt(8). 

No attempt was made toward critical 
evaluation of current status of the discharged 
patients. It is extremely difficult to evaluate 
adequately patients who are no longer in 
one’s hospital. However, just because a pa- 
tient is discharged does not of necessity imply 
marked improvement. Many of our dis- 
charged patients make only marginal adjust- 
ments on the outside. However, even the 
assumption of favorable results in this group 
does not offset the poor results in the other 
patients. 

It is not known why our patients have done 
so much more poorly than those of other 
workers. Perhaps this is related to the fact 
that they did not receive psychotherapy. 
Upon return to Westborough following 
surgery the patients were returned to the 
wards. Little attempt was made toward 
rehabilitation. 

The majority of hospitalizations away 
from Westborough were in other hospitals 
of the Massachusetts State Department of 
Mental Heath. 

Many patients listed as unimproved are 
actually much worse than they were pre- 
operatively. Many are more combative, more 
antisocial, more untidy, more uncooperative, 
and generally more deteriorated. However, 
this may be unrelated to the lobotomy, but 
rather may indicate that the patients receiv- 
ing lobotomy were those with poor prognosis. 
Some of the better adjusted patients now 
present new social problems such as stealing 
and sexual promiscuity. 

It is difficult to attempt an explanation of 
the apparent effect of lobotomy. Our knowl- 
edge of the anatomy and physiology of men- 
tal activity is extremely limited. Therefore, 
any attempt at explanation must of necessity 
be quite general and highly speculative. To 
begin with, we are impressed with the ap- 
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parent symbolic meaning of the procedure 
to the patient. It is widely appreciated that 
patients consider such mild psychologically 
destruc.ive procedures as EST as punitive. 
This appears to be far more true in the 
case of such a markedly destructive pro- 
cedure as lobotomy. The patients in our 
series were aware that lobotomy had been 
done. They uniformly referred to the pro- 
cedure with connotations of mutilation. They 
make such statements as “I had my brain 
removed”; “I was killed”; “Psychiatry to 
me means abuse”; or “They dug around my 
brain.” They appear resentful and express 
the sentiment that they have been perma- 
nently crippled in an unrepairable manner. 
Thus, the procedure symbolically represents 
a punitive castration of the most horrible 
sort. There is little apparent difference be- 
tween Oedipus who symbolically castrated 
himself by traumatizing his orbits and the 
person who has an icepick placed into his 
orbit. This punitive element may be of sig- 
nificance in understanding the effects of the 
procedures, aside from the actual effect on 
severed nerve paths. We also attempt an 
explanation by a more psysiological specula- 
tion in relation to the severed nerve paths. 
There has been a marked trend recently to 
consider mental activity in terms of servo- 
mechanisms. The concept of feedback is not 
a new one to physiology. Claude Bernard 
well appreciated it in his writings on homeo- 
stasis with which most medical readers are 
quite familiar. However, some such inter- 
pretations may be possible with the assump- 
tion that homeostatic states approximate the 
steady state. In the case of mental activity, 
ego structure may be considered in relation 
to the homeostasis of mental activity. Ego 
structure is speculatively considered as a 
consequence of mental homeostasis. Lobot- 
omy disrupts intracortical pathways. This 
results in a disturbance of homeostatic bal- 
ance with a corresponding disruption of its 
dependent ego structure. Feedback mecha- 
nisms push toward a new point of homeo- 
stasis. The process of return to homeo- 
static balance is associated with a process of 
ego resynthesis. If the resynthesis results in 
a more socially acceptable ego, the patient is 
considered improved. If it results in a less 
socially acceptable ego, he is considered un- 


improved. In a series such as ours in which 
there was no ancillary treatment, it appears 
that the resynthesized ego is generally no 
more socially acceptable than the original. 
Perhaps the use of extensive psychotherapy 
in the immediate postoperative period might 
aid the process of ego resynthesis and thus 
increase the possibility of improvement. 


SUMMARY 


A series of 45 lobotomy patients is re- 
viewed. The results suggest that this group 
was not significantly benefited by the pro- 
cedure. 
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COMPARATIVE STUDY OF TREATMENT METHODS FOR CHRONIC 


ALCOHOLISM: THE ALCOHOLISM RESEARCH PROJECT AT 


INCEPTION OF PROJECT 


During the 3 years prior to the inception of 
this research project, alcoholic patients at 
Winter VA Hospital were treated in a psy- 
choanalytically oriented, closed-ward setting. 
The treatment program had been built around 
the familiar model of individual and group 
psychotherapy, a dynamically directed milieu 
program, and cooperation with AA for 
selected patients—all within a flexible time 
structure. And we had met with the same 
kinds of discouraging therapeutic results re- 
ported from similar settings. 

Consequently, we decided to create a 
frankly experimental treatment unit. Three 
treatment methods, which have drawn in- 
sistent attention either by virtue of greater 
claimed empiric success and/or presumed 
valid underlying psychological theory, were 
selected for comparative evaluation within 
a time-limited mental hospital setting. These 
were Antabuse, conditioned-reflex, and group 
hypnotherapy. They were offered side-by-side 
on the same ward to 3 groups of patients, 
with a fourth group to serve as the control. 
Thus, all 4 groups would share the same 
ward environment, milieu, and activities pro- 
gram, and group and individual psycho- 
therapy. 

Our first question was: is any one treat- 
ment for the hospitalized alcoholic more ef- 
fective than another? We therefore devised 
a multidimensional measure of improvement, 
comprising 4 sets of criteria: (1) degree of 
abstinence—considering abstinence not as an 
absolute, but as a state admitting of degree 
and of difference ; (2) over-all level of social 
adjustment, based on a variety of indices; 
(3) subjective feelings of difference—the 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. This paper is a condensation of the 
summary chapter of a monograph to be published 
shortly in the Menninger Clinic Monograph Series 
by Basic Books. 

2 Menninger Foundation, Topeka, Kansas; for- 
merly of Winter VA Hospital, Topeka, Kansas. 
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patient’s self-assessment; (4) structural 
changes in personality configurations as de- 
termined by psychiatric observation and psy- 
chological testing. Using these criteria we 
hoped to determine whether any of the of- 
fered treatment programs should be the one 
of choice or if none so qualifies in its present 
state of development. 

In keeping with the view that alcoholism is 
a symptomatic expression of deep-seated 
emotional difficulty, we separated patients 
into nosologic categories in terms of their 
varying basic characterologic configurations. 
Thus with random application to a represen- 
tative alcoholic population covering the whole 
array of psychiatric syndromes—the psy- 
chotic, the character disorder, and the neu- 
rotic—an opportunity would exist to assess 
the potential efficacy of each method in terms 
of which kinds of patients it helped. There- 
fore, a second major set of hypotheses built 
on the differentia! indications for our selected 
methods could emerge in this design. 


DESCRIPTION OF PATIENT POPULATION AND OF 
TREATMENT METHODS 


There were 178 patients in the project ; 47 
in Antabuse, 50 in conditioned-reflex, 39 
in hypnotherapy, and 42 in the milieu therapy 
group. (We called this the milieu therapy 
group rather than the control group, because 
we believed that a specific psychologic handi- 
cap would be posed for patients who felt 
themselves to be only members of a “control 
group.”) Insofar as possible, the ward re- 
mained much as it had been before the proj- 
ect was initiated, and this, for the control 
group, constituted the whole treatment pro- 
gram. 

The decision to admit only voluntary pa- 
tients to the project was based on the con- 
viction that treatment designed to effect psy- 
chologic change must involve some degree of 
cooperation of the patient. A definite time 
limit was set, with predetermined discharge 
dates, approximately 3 months after admis- 
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sion. This was based on 2 grounds, one 
practical—to cope with the problem of the 
waiting list ; the second theoretical—to exert 
feasible pressure toward psychologic move- 
ment. 

Distinguishing differences between groups 
were created by the specific methods used. 
Patients receiving Antabuse had their dosage 
regulated through a series of carefully 
studied Antabuse-alcohol trials. An authori- 
tative, firm attitude was maintained in re- 
gard to the taking and continuance of the 
drug, despite minor troublesome side reac- 
tions. The conditioned-reflex patients were 
each given a 5-day course of conditioning fol- 
lowed (on the sixth day) by a trial of liquor 
without the unconditioned stimulus. For each 
patient the conditioning was reinforced be- 
fore hospital discharge and again at each 
follow-up visit. With the hypnotherapy pa- 
tients, induction was carried on in the group, 
supplemented by individual induction where 
this was additionally helpfial. The hypnother- 
apy was more abreactive and expressive than 
directly symptom-controlling. 


RESULTS 


Over-all results for the 4 treatment meth- 
ods, in terms of the gross categories—im- 
proved, unimproved, and lost to follow-up— 
are shown in Fig. 1. As can be seen from this 
chart, more patients did well with Antabuse 
than with any other procedure. With both 
Antabuse and conditioned-reflex more pa- 
tients remained with the treatment (83% 
and 80%) than did those in the other 2 
groups (64% and 62%). When the factor 
of treatment completion is considered in 
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evaluating results, the conditioned-reflex pa- 
tients were least successful. That is, though 
they stuck with their treatment as well as the 
Antabuse patients, they had no more im- 
provements than did the hypnotherapy or the 
milieu groups. Therefore, Antabuse seems 
to have conformed to its claimed superiority 
in helping alcoholics to greater sobriety and 
more improved adjustments. 

Antabuse.—With each method we face 
the intricate problem of ascertaining those 
kinds of alcoholic patients likely to be helped 
by its application—and why. Our approach 
to this has been in the assessment of the psy- 
chological meanings and requirements of the 
method and the kinds of patients who are 
best able, in terms of their particular char- 
acter, to meet these psychic demands, That 
is, we have postulated that each method of 
treatment carries with it a distinct and dif- 
ferent psychological impact, and further that 
the patient’s response will be determined in 
large part by the interaction of its specific 
psychological meanings with his own need- 
systems. 

We can suggest a variety of psychological 
meanings which attach to Antabuse and its 
mode of administration. Antabuse is a drug, 
given by mouth, with potent physiological 
effects. Psychologically, this can represent 
the replacement of a fantasied bad object 
(alcohol) by a good object (Antabuse )—the 
exchange being made under the guidance of 
a benevolent external authority. This ex- 
change can be perceived by the patient as, in 
itself, the totality of the necessary therapeutic 
change. Another distinct aspect of the Anta- 
buse experience is in the almost complete 
certitude of enforced abstinence while on the 
drug; a certitude greater than that offered 
by any other therapy. That is, with Anta- 
buse, controls are externalized and the main- 
tenance of the longed-for sobriety made rela- 
tively certain. As expected, therefore, the 
Antabuse patients were the most satisfied and 
compliant treatment group. Since nothing 
more was demanded of them than the regular 
taking of a pill, which was easy in hospital, 
these patients experienced little threat to their 
psychic defenses. Once outside, and con- 
fronted anew with the problems of life to be 
met now without recourse to alcohol, anxiety 
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again erupted and what was called by many 
patients “the battle of will power” began. 

In maintaining this sober state outside 
the hospital, the more compulsive the char- 
acter of the patient and the more he could 
ritualize the Antabuse ceremony itself, 
the better his prognosis. Any number of 
patients stated that the urge to abandon 
Antabuse and return to drink could be 
dispelled only by keeping busy, by com- 
pulsive and constraining routines. Antabuse 
lent itself well to this type of compulsive 
control, The pill each day at a particular time 
gave the patient a concrete task of paramount 
symbolic importance. Those patients diag- 
nosed “compulsive character” all improved. 
More important, study of individual records 
showed clearly that the more compulsive the 
individual, no matter what his diagnostic 
category, the more likely his improvement. 
Concomitant with improvement in individual 
patients, there could often be discerned a 
gradual shift in the direction of an increas- 
ingly compulsive ego-organization. Many 
were able to erect these new-found compul- 
sive defenses chiefly around their dependent 
ties to the hospital and the therapist. For 
instance, of 9 improved patients followed for 
a full 2 years, 6 signalled the end of their 
formal contact with the hospital by heavy 
bouts of drinking—for each, their first 
“binge” in the 2 years. This suggests that the 
effective use of Antabuse may well be linked 
to the necessity to offer it through a con- 
tinuing relationship of indefinite duration. 

In keeping with our view of Antabuse as 
offering an externalized control over drink- 
ing, which precludes the necessity for aware- 
ness of inner distress, is the small number— 
only 5 of the whole 47—who used their ex- 
perience in the Antabuse program to seek 
individual psychotherapy. Although many 
patients expressed the conviction that being 
on Antabuse would provide 1 to 2 weeks to 
think it over and seek help should they feel 
the impulse to take to drink again, only 1 pa- 
tient actually did so. In general the Antabuse 
program did not aid in the institution of in- 
sight-aiming psychotherapy. 

Implicit in our conception of the meaning 
of Antabuse are the contraindications which 
emerged. For some patients certainty of en- 
forced sobriety can be disastrous. In our ex- 


perience this seemed to hold for 2 groups, 
the borderline schizophrenic and those ward- 
ing off deep depressive reactions. Among the 
5 patients in the latent schizophrenic group, 
only 1 was helped to an improved state. One 
was driven to a florid psychotic state which 
began to erupt even before the drug was 
started, and which did not remit when he was 
shifted to placebos. Significantly, his psy- 
chotic ideas were built around delusions of 
being poisoned. The other 3 patients in this 
group early fled the hospital and reverted to 
drinking, being among the small number of 
the total Antabuse group who failed to com- 
plete treatment. The 1 chronic depressive 
patient became even more depressed as he 
left the hospital in a sober state. Of 2 pa- 
tients with cyclothymic personalities 1 went 
into a manic psychotic flight when the day for 
starting Antabuse approached. The third psy- 
chotic reaction occurred in an individual with 
a schizoid personality and a complicating 
mild organic brain damage. The reaction 
seemed to be a toxic-organic psychosis re- 
lated directly to drug dosage, unlike that of 
the other 2 which emerged under the impact 
of the threatened administration of the drug. 

Conditioned Reflex.—Conditioned-reflex 
therapy can be conceptualized psychologically 
as representing a punishing agent, directed 
from the outside, which the individual is 
powerless to control, but must instead some- 
how internalize and assimilate. In this way, 
it is the most threatening of the therapies, 
and accordingly we can look for the relevant 
personality dimensions along the variables 
of the individual’s characteristic reaction to 
aggression and his psychologic need for 
punishment. 

As it worked out, the assessment of the 
strength of the aggressiveness of the patient’s 
character was significantly useful as an index 
of capacity to respond effectively. Patients 
with predominantly aggressive and alloplastic 
defenses fall under a wide assortment of di- 
agnostic labels; the aggressive characters, 
the paranoid characters, the antisocial char- 
acters, and the more stubbornly hostile pas- 
sive-aggressive characters. When measured 
along a continuum, in terms of the strength 
of their outwardly directed aggressive char- 
acter traits, the more aggressive patients were 
significantly less successful for every cri- 
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terion measured. As a group they had the 
greatest number of failures to complete the 
treatment, almost none of them maintained 
regular follow-up contact, and they had the 
poorest over-all improvement rates. 

Contrariwise, a group that we felt might 
respond favorably to the conditioned-reflex 
method was the overtly or the near-depressed 
—by way of a rationale based on similar 
psychodynamic considerations as those un- 
derlying so-called “antidepressive regimes.” 
We felt that the perceived punishing aspects 
of the treatment might help alleviate guilt and 
externalize the aggressive charge—thus dy- 
namically counteracting the depressive forces. 
The clinically depressed patient among those 
in conditioned-reflex therapy improved 
markedly. 

In general, improvement was most marked 
where the conditioning experience was per- 
ceived as a partial rather than a complete 
barrier against drinking. Unlike Antabuse, 
a large measure of the effectiveness of which 
lay in the possibility of minimal involvement 
on the part of the patient, conditioned-reflex, 
being so psychologically threatening, was 
most successful where active involvement and 
cooperation was obtained by presenting it as 
a partial barrier requiring constant support 
by the patient. The more it was represented 
as an absolute barrier, the more the patients 
felt impelled to test it ; the more “aggressive” 
their character, the more likely they were to 
do so. 

Group Ilypnotherapy.—This treatment 
was conceptualized as providing the patient 
with an experience of psychic surrender and 
loss of control, which we believed might 
evoke positive response in passive, shy in- 
dividuals who find it difficult to establish re- 
lationships despite their strong wish to do so. 
Hypnotherapy might make it possible to 
reach such individuals and enable a psychic 
surrender—both desired and feared—in an 
atmosphere that would pose a minimal threat 
to their psychic organization. Conversely, 
the greater the tendency to discharge tension 
actively, the poorer the response might be to 
this treatment. The differentiating criteria 
would be along the spectrum of acting-out vs. 
inhibited characters. 

In keeping with our expectations, based 
on certain theoretical assumptions, the alco- 


holic patients were quite hypnotizable, and 
the more hypnotizable the patient, the more 
likely he was to complete treatment and to 
show significant improvement on follow-up 
study. When hypnotizability was assessed 
against diagnostic grouping, the striking find- 
ing was in the potentiality for deeper hypnosis 
of the individuals in the passive-dependent 
character group. 

Assessing diagnostic categories against 
ultimate treatment results, the patients in 
the passive-dependent group did best, 5 of 
the 8 showing improvement. As a group, 
they were therefore the most hypnotizable 
(7 reached a “medium trance’”’) ; they main- 
tained a good record of treatment completion 
(6) ; they showed the best over-all improve- 
ment record (5 of 8 with known good re- 
sults); and were the most regular in fol- 
low-up contact (only 1 was lost to follow-up). 

There were, however, a number of them 
who did not complete therapy and/or who 
failed to improve. In these cases 2 sets of 
factors seemed operative. One was the 
arousal in some patients of strong latent 
homosexual feelings with resultant panic and 
flight from treatment. In such cases the psy- 
chic surrender involved in hypnosis was ex- 
perienced as dangerous rather than safe. The 
other discernible reason for failure among 
this group rested in the overevaluation of the 
therapist by the passively submitting patient 
and his subsequent disappointment when the 
therapist proved not to be a totally control- 
ling, omnipotent authority. 

In contradistinction at almost every point 
to the passive-dependent character group was 
the behavior in hypnotherapy of the more ag- 
gressive group. These patients showed the 
poorest hypnotizability, and the greatest 
number of failures to complete treatment and 
to return for follow-up visits. This was the 
only group in which the treatment completion 
rate fell below half. These patients had de- 
veloped aggressive and strongly manipulative 
behavior as reaction-formations against their 
dependency longings. Treatment in general 
and hypnotherapy specifically posed a threat 
to these defensive operations. 

The schizoid-schizophrenic group showed 
a high rate of treatment completion (7 of 10) 
but the very lowest improvement rate of all 
groups (only 1). These patients seemed able 
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to accept being hypnotized and identification 
with the therapist so long as they were within 
the security of the concrete treatment struc- 
ture. But those transference ties (requiring 
perhaps the physical presence of the symbiotic 
relationship partner) seemed too tenuous to 
maintain from the outside. 

Milieu Therapy.—This group was origi- 
nally set up as a control group. Many patients 
tended to experience placement in this group 
with considerable disappointment and re- 
sentment because it did not carry a specific, 
“glamorized” and externally directed thera- 
peutic device. 

It soon became evident that specific psy- 
chologic features accompanied placement in 
this group and that the milieu treatment could 
not be conceptualized simply as a control. 
The common complaint that they had none 
of the promising extra treatments served to 
unify the group members, and this, coupled 
with the consistent availability of both indi- 
vidual and group psychotherapy, seemed to 
determine the acceptance of psychotherapy 
as the differentiating and specific organizing 
focus of this group. At their request the 
milieu therapy patients were seen twice 
weekly for group psychotherapy, as against 
once weekly with the other 3 groups. 

In keeping with this evolution of the milieu 
therapy group into more than a control group, 
specific indications for this method emerged. 
In this treatment patients must assume the 
major responsibility for change because they 
have the fewest externals upon which to 
project problems and responsibilities. This 
group became therefore the one closest to 
individualized psychotherapy, and those who 
could use it were those who represented the 
best psychotherapy prospects. In addition, 
for those patients for whom the other treat- 
ment methods are specifically contraindicated, 
milieu therapy represents the preferential 
avenue of approach. We have in mind, espe- 
cially, patients who cannot tolerate an abrupt 
transition to an enforced sobriety without the 
threat of severe psychological disorganiza- 
tion. Too, for patients who have the capacity 
to make use of an expressive psychotherapy, 
the other methods, by offering an external 
agent as an acceptable focus for projection 
and denial, render such psychotherapeutic 
contact somewhat more difficult. 


In tabulating results no specific correlation 
emerged between improvement rates and 
major nosologic groupings. Yet the over-all 
results of milieu therapy were quite com- 
parable to those of 2 of the other groups and 
markedly below only the Antabuse group. 
To the extent to which correlates were made 
with improvement it was in the assessment of 
the strength of the patient’s attachment to 
doctor, hospital, and treatment program. The 
patient’s ability to form stable, predominantly 
positive attachments, of course, figures 
prominently in the prognosis for each of the 
methods. Its significance is heightened, how- 
ever, with the patients of the milieu therapy 
group, consequent to the absence of any spe- 
cific, differentiating and externally, imposed 
“extra” therapy. 


DISCUSSION 


These results of the 24 years of treatment, 
the 2 years’ follow-up, and the 178 patients 
who comprised the Alcoholism Research 
Project can be brought together in terms 
of what has been learned and what has not 
been learned. Of the 4 treatment programs 
Antabuse emerged as more helpful to more 
patients than any of the others. Yet the 
group not helped with Antabuse was suffi- 
ciently large (almost half) and the group 
helped with each of the other specific pro- 
cedures sizable enough that the problem of 
the optimal mental hospital management of 
the alcoholic patient cannot be resolved into 
a blanket prescription of management with 
Antabuse. Rather, the second question must 
be pursued; namely, the differential indica- 
tions for the various methods based on the 
personalities of the different patients. 

In this search, a number of personality 
dimensions emerged by which patients could 
be differentiated as to suitability for one or 
another of the specific therapies. These di- 
mensions were not, however, one-to-one cor- 
relates of psychiatric nosologic categories. 
Thus, compulsiveness is a measure of good 
prognosis with Antabuse—but this dimension 
cuts across diagnostic groupings. The degree 
of compulsiveness can be assessed in all pa- 
tients as an ascertainable personality dimen- 
sion—not only in those in whom it figures 
predominantly enough to determine the di- 


|_| [Sept. 


1956] 


ROBERT S. WALLERSTEIN 


233 


agnostic categorization. Similarly, the more 
passively-dependent the patient, the greater 
the probable hypnotizability and the better 
the prognosis with hypnotherapy. With the 
borderline depressed and the borderline psy- 
chotic, warding off depressive or schizo- 
phrenic disorganization, Antabuse seems to 
pose a specific danger—of psychotic reaction 
—and the milieu therapy program (seen as a 
greater opportunity for individual psycho- 
therapy) seems more promising. The schiz- 
oid individual seems responsive to hypnosis, 
but unable to sustain the improvement extra- 
murally ; while the overtly depressed patient 
may respond to conditioned-reflex therapy. 
Cutting across all 4 methods is the fact that 
the greater the capacity for meaningful inter- 
personal relationships and the greater the po- 
tential for forming a dependent tie to thera- 
pist and to hospital, the better the prognosis. 
And, on the other hand, the strongly aggres- 
sive patients pose comparable difficulties in 
whatever group assigned, with conditioned- 
reflex and hypnotherapy specifically contra- 
indicated for different reasons. 

A number of considerations are also rele- 
vant to what has not been learned, as well 
as to some of the limitations of this project. 
This study covered not the whole cross-sec- 
tional alcoholic population, but just those pa- 


tients admitted to a closed ward of a VA 
hospital and under certain specific stipula- 
tions. Furthermore, only a portion of the 
available therapies was offered. Not only did 
this project specifically limit itself to 4 treat- 
ment plans, but to the use of each in a spe- 
cifically limited way. For instance, one sug- 
gested formulation from the results with 
Antabuse is that, as applied in this project 
with these particular patients, it helped or- 
ganize them in the direction of lesser rather 
than greater perceived need for individual 
psychotherapy. The conclusion might be 
extrapolated that the use of Antabuse poses 
a specific barrier to psychotherapy. Such a 
conclusion would be unwarranted as a gen- 
eralization beyond this particular setting— 
a closed ward in a mental hospital. Study of 
a different kind would be necessary to show 
the various ways in which Antabuse could 
be useful in conjunction with individual psy- 
chotherapy—as well as a destructive weapon 
against it. Various combinations of therapies 
might be thus helpful in individualized ways 
that could not readily emerge in our particu- 
lar project design. On this question, we can 
only point to the need for intensive, longi- 
tudinal studies yielding data that will shed 
complementary light on the enigma of 
chronic alcoholism. 
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PHYSICIAN-PATIENT RELATIONSHIP: IS IT SUFFICIENT FOR THE 
EFFECTIVE PRACTICE OF MEDICINEP 


WILLIAM L. WILSON, Bric. Gen., MC, U.S.A. 
DONALD L. LUCAS, Ist Lr., MSC, U.S.A. 


In the military service or civilian com- 
munity the efficient practice of medicine must 
be the physician’s major goal, regardless of 
his field or specialization. 

Many factors related to this practice have 
been recognized and discussed by physicians. 
Hence, devoting further time or thought to 
exploration of these or of new factors can be 
justified only if this will increase the physi- 
cian’s usable knowledge or will lead him to 
new and more effective measures for applying 
knowledge previously available to him. 

We have no new scientific knowledge to 
present. We propose, nevertheless, to sug- 
gest and to stimulate increased utilization of 
extensive pertinent available data measuring 
the incidence and severity of physical and 
mental disease, behavior and social problems, 
and accidents in a community. This type of 
knowledge is all too frequently available but 
unemployed by those physicians in the mili- 
tary service who practice clinical medicine 
in a restricted physician-patient relationship. 
Our recent explorations indicate that in one 
population there was at work more than the 
usual individual physician-patient relation- 
ship. Consideration of these other factors 
resulted in maximum benefits from the prac- 
tice of medicine. The population was a known 
military community ; medical practice there 
comprised clinical services furnished indi- 
vidual personnel of the United States Sev- 
enth Army by physicians of the Army Medi- 
cal Service in Europe. The practice was 
supervised professionally by senior medical 
officers who were ever mindful of the level 
of physician-patient relationship sponsored 
and required by the Surgeon General of the 
Army(1). Hence, while in this study the in- 
fluence of the community on the individual 
will be considered and constantly emphasized, 
this should not detract from the importance 


1 Formerly Surgeon, Chief of Preventive Medi- 
cine, and Assistant Preventive Medicine Officer, 
respectively, of United States Seventh Army, 
APO 46, New York, N. Y.; now at Madigan 
Army Hospital, Tacoma, Wash. 
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of continuous improvement of the individual 
personal relationship between army physi- 
cians and their patients. 

Numerous authors have contributed to the 
excellence, the desired quality, or the nature 
of the physician-patient relationship.? As a 
general result, the practice of medicine by one 
physician upon one patient consistently has 
become more effective in the prevention of 
death, the termination of disease, and the re- 
ducing or minimizing of disability. 

The army has learned much concerning 
this from civilian physicians, particularly 
from some serving temporarily in the army. 
On the other hand, possibly each of the latter 
group has not realized during his short term 
in the army that he is practicing amidst re- 
lationships far more involved than the indi- 
vidual physician-patient relationship. He is 
practicing in a long-existing, organized, and 
closely controlled population, which reacts in 
a community manner quite unrecognized by 
new or less experienced medical officers, to 
influence greatly the physicians’ clinical treat- 
ment of each individual. Perhaps no other 
human community has so ordered and disci- 
plined an existence as does the military, 
which at the same time retains relatively ex- 
tensive latitude for the individual in his daily 
life. 

The question arose as to whether reflecting 
all of this factually, for military and civilian 
benefit, could result in a line of departure 
for a continuing study which might improve 
effectiveness in future clinical medical prac- 
tice. 

An epidemiological study was begun with 
the realization, long established, that no pa- 
tient is an isolated individual, but a member 
of a community. His continuing health as 
well as his intervening symptoms, his dis- 
abilities, his recoveries, all depend upon and 
should reflect the various influences and pres- 
sures present in his environment. In order 


2See, for example, listed references and sug- 
gested collateral reading, reference 1. 
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to understand and evaluate the patient and 
his illness properly, the physician must be 
aware of these influences and pressures. How 
can he determine these factors? What tools 
and techniques are available to him? 

Injuries and infections, as well as mental, 
nutritional, and degenerative diseases, all fol- 
low biologic laws. Any of these can be de- 
scribed as an ecologic problem—an interre- 
lationship between host, agent, and environ- 
ment. The problem of accidents, behavior 
problems, in fact all diseases and disability, 
can be examined by epidemiological methods 
used so profitably in infectious disease. The 
epidemiologic method requires definition of 
the situation, determination of causes from 
the information obtained, development of a 
program of control, and an evaluation of the 
program’s effectiveness from time to time. 
Admittedly, this method might not be applied 
in civilian communities today nearly so com- 
pletely or so readily as in the army, where 
each of the procedures can be undertaken, 
Development of control programs has been a 
command responsibility for many years. In 
civilian communities this would be a govern- 
mental, municipal, or institutional responsi- 
bility. 

Epidemiology is that field of medical sci- 
ence concerned with the relationships of the 
various factors and conditions determining 
the frequencies and distributions of an in- 
fectious process, a disease, or a physiological 
state in a human community. It seeks to ad- 
vance rational conceptual schemes of causa- 
tion of the various ills that afflict a commu- 
nity. Community aspects of the sick individual 
must be accounted for if the patient is to re- 
ceive maximum benefit. Francis(2) empha- 
sized that while epidemiology deals with the 
sick community and not the sick individual, 
as does clinical medicine, there is no cleavage 
between these two fields. He pointed out 
further that epidemiology is not a precise 
methodology; it employs, as does clinical 
medicine, a variety of interests and disciplines 
for understanding the problem at hand. 

In order to test for the clinician the pos- 
sible effect of the community or environment 
on the incidence of certain known diseases 
and disabilities, facts related to divisional and 
nondivisional units of the Seventh Army dur- 
ing 1954 were investigated epidemiologically. 


The ills of the community or unit were sepa- 
rated arbitrarily for this study into 3 cate- 
gories, which are neither all-inclusive nor 
exclusive: (1) physical and mental disease ; 
(2) behavior and social problems; (3) ac- 
cidents. Various available rates were con- 
sidered with a view to measuring not only 
the incidence of these categorical ills but also 
possible correlations between them (Table 1). 

The incidence of physical and mental dis- 
ease can be measured by the disease morbid- 
ity or admission rate (admissions per 1,000 
average strength on duty per year to hospi- 
tal or quarters), by the disease noneffective 
rate (the average number of patients in hospi- 
tal or quarters daily per 1,000 mean strength 
on duty), and by the rate of neuropsychiatric 
cases sufficiently serious to require their re- 
turn to the United States (number of cases 
returned per 1,000 personnel on duty per 
annum). With the exception of a study in 
1950 made jointly by the Assistant Chief of 
Staff, G-1, and the Surgeon General, Depart- 
ment of the Army, concerning the variation 
of venereal disease incidence with Army Gen- 
eral Classification Test (IQ tests) scores(3), 
there has been no test, to our knowledge, 


TABLE 1 


Rates Usep to Measure Puysicat AND MENTAL 
Disease, Benavior AND Soctat Propiems, 
AND Accipents: Unitep States SeventH 

Army, 1954 * 


Physical and mental diseases 


Disease morbidity 

Disease noneffective 

Neuropsychiatric cases sent to the zone of the 
interior 


3ehavior and social problems 


Absence without leave 

Absence without leave days lost 
Crimes and offenses 
Disciplinary reports 

Courts martial 

Venereal disease 

“368-369” discharge 

Cold injury 


Accidents 


Injury morbidity 

Injury noneffective 

Military injury 

Accident fatality 

Army motor vehicle accident 


* See text for definitions. 
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correlating either the aptitudes or mental 
levels of personnel with the rates considered 
in this study. 

Jehavior and social problems, normally 
controlled by individual self-discipline or re- 
duced by community restraining influences 
of police action or punishment, can be meas- 
ured by the rates for absence without leave 
(number of cases of absence without leave 
per 1,000 personnel on duty per annum), for 
days lost as a result of such absences (the 
average number of men absent without leave 
daily per 1,000 mean strength on duty), and 
for crimes and offenses (number of serious 
incidents per 1,000 personnel on duty per 
annum), disciplinary reports or reports for 
minor offenses (number of incidents per 
1,000 personnel on duty per annum), courts 
martial (number of courts martial per 1,000 
personnel on duty per annum), venereal dis- 
ease (number of cases per 1,000 personnel on 
duty per annum), cold injury (number of 
cases per 1,000 personnel on duty per an- 
num), and 368-369” discharges (number 
of these discharges from the service per 
1,000 personnel on duty per annum), “368- 
369” discharges include all discharges due to 
unfitness, inaptitude, or unsuitability demon- 
strated by antisocial, amoral, or other un- 
desirable traits. Venereal disease and cold 
injury were used as measures of behavior and 
social problems because the experience in 
Seventh Army indicates that venereal disease 
and cold injury cases occur extensively 
among “social problem” individuals. 

The incidence of accidents in a command 
can be measured by the injury morbidity rate 
(admissions per 1,000 personnel on duty per 
year to hospital or quarters), by the injury 
noneffective rate (the average number of pa- 
tients in hospital or quarters daily per 1,000 
personnel on duty), by the military injury 
rate (the number of disabling injuries per 
100,000 man-days of exposure), by the ac- 


cidental deaths per 100,000 man-days of ex- 
posure), and by the army motor vehicle ac- 
cident rate (the number of accidents per 
100,000 miles driven). 

Seventh Army disease morbidity and non- 
effective rates and rates for neuropsychiatric 
cases returned to the United States were 
examined (Table 2). The disease morbidity 
or admission rate measures the incidence of 
all disease. The disease noneffective rate in- 
dicates the severity of disease present in a 
command, The rate for neuropsychiatric 
cases sent to the United States measures the 
number per 1,000 or total personnel on duty 
who were returned because of neuropsychi- 
atric disease. 

There is no apparent correlation between 
the various 1954 rates for the category of 
physical and mental disease: (1) In Division 
A, the disease morbidity and noneffective 
rates were above average, while the neuro- 
psychiatric rate was well below the average 
Seventh Army rate. (2) In Division B, the 
disease morbidity rate was very low ; the non- 
effective rate, a measure of the severity of 
disease, was slightly above average, and the 
neuropsychiatric rate was very low. (3) In 
Division C, the disease morbidity rate was 
slightly above average, the severity was below 
average, and the neuropsychiatric rate was 
high. (4) In Division D, the disease morbid- 
ity and noneffective rates were high, while 
the neuropsychiatric rate was well below 
average. (5) In Division E, the disease mor- 
bidity and noneffective rates were both low, 
while the neuropsychiatric rate was high. 
This parallels evidence that Division E has 
used the Mental Hygiene Consultation Serv- 
ice least of any of the divisions after the 
service was established in May 1954. (6) In 
nondivisional troops, the disease morbidity 
rate, disease noneffective rate, and the rate 
for neuropsychiatric cases returned to the 
Zone of the Interior closely approximated 


TABLE 2 


Puysicat AND Mentat Disease Rates: * Unitep States Seventms Army, 1954 


Div. 
A 


Disease morbidity 230 


Disease noneffective 9.0 
Neuropsychiatric cases returned tothe ZI. 1.45 


* See text for definitions. 
Seurce: Seventh Army Medical Health Data, 1954. 


Div. Div. Div. Div. 
B D E 


9.1 79 
1.62 


Non- 
divisional 
troops 

316 337 289 320 
10.4 75 9.0 


2.80 1.9! 2.65 2.36 


a 

Total, 
Rate | 7th Army 
312 
8.9 
2.23 
: 
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TABLE 3 


RATES FoR BEHAVIOR AND SocraL Prosptems: * Unitep States SeveNtH ArMy, 1954 


Div. 
Rate B 
Absence without leave 
Days lost from absence with- 
out leave 52 
Crimes and 11.04 
Disciplinary reports...... 207.6 
Courts martial 100.8 
62.9 
3.60 
3.5 


40.8 


Cold injury 
“368-369” discharges...... ees 


* See text for definitions. 
Sources: 


the average Seventh Army rates. This re- 
lationship is to be expected as approximately 
one-half of the total Seventh Army strength 
is nondivisional. 

The incidence of behavior and social prob- 
lems present in the same divisional and non- 
divisional units was examined (Table 3). 
Units having a low rate of “368-369” dis- 
charges experienced a high cold injury rate 
and a high “crimes and offenses” rate. We 
believe that a “368-369” discharge rate below 
the Seventh Army average indicates that 
command is not utilizing this administrative 
method to eliminate those people who prob- 
ably will never become good soldiers. Failure 
to use this administrative procedure for elimi- 
nation of problem individuals undoubtedly 
results in an increased incidence of behavior 
and social problems. Therefore, in this study 
a lower than average “368-369” rate is con- 
sidered to indicate a higher than average in- 
cidence of behavior and social problems. 
There appears to be no association between 
venereal disease rates and the other rates. 

The values for the various unit rates meas- 
uring the incidence and severity of accidents 
were examined (Table 4). Divisions B and 


169.2 


Non- 
divisional 
troops 


39.2 


Total, 
7th Army 


468 


Div. Div. Div. 
Cc D E 


56.4 64.8 
76 .90 41 
10.08 ‘ 11.64 10.14 
216.0 221.3 
100.8 106.8 
08.2 79.8 
5.80 1.15 
8.3 8.1 


55.2 


55 

10.44 
205.2 
105.2 
76.9 

3.17 
12.1 


99.6 

68.4 
3.00 

15.7 


(1) Seventh Army Medical Health Data, 1954; (2) Seventh Army Statistical Report, 1954. 


D were relatively high in incidence and sever- 
ity of accidents. 

As can be seen in the accompanying tables 
Divisions A and C were above average in the 
incidence of disease but below the Seventh 
Army average in behavior and social prob- 
lems and accidents. It is interesting to recall 
that these divisions have had a mental hy- 
giene program for 2 years. Division B was 
below average in disease and above average 
in behavior and social problem, and accidents 
—the opposite of A and C, Division D was 
above average in all 3 categories. Division F 
was below average in disease and accidents, 
but above in behavior and social problems. 
Nondivisional troops were slightly above 
average in disease but below in accidents and 
behavior and social problems. There appears 
to be some association between the factors 
considered in the 3 categories, but not in all 
the units. Determination of the reasons for 
these variations is difficult and will require 
improved methods and greater understanding 
of not only our factors but our methods. 

As mentioned above, all diseases, accidents, 
and social problems can be described as eco- 
logic problems—that is, as an interrelation- 


TABLE 4 


Rates ror INCIDENCE AND Severity oF Accipents: * Unitep States SeventH ARMY, 1954 


Rate 
Injury morbidity 
Injury noneffective 
Military injury 
Accidental fatalities... 14 
Motor vehicle accidents............. 2.7 


* See text for definitions. 
Sources: 


(1) Seventh Army Medical Health Data, 19°4 


Non- 
divisional 
troops 


Total, 
7th Army 


Div. Div. 


Div. 
D 


(2) Seventh Army Statistical Report, 1954 
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ship between agent, host, and environment. 
In order to have variation from one unit 
to another there must be differences between 
the agents, hosts, or environments in the 
various units. 

In units such as these, little or no differ- 
ence in the hosts or personnel is present. 
Such host factors as age, race, physical and 
psychical constitution are already equalized 
for us as a result of the common source of the 
individuals concerned, and of the large num- 
ber of personnel in the units under study. 
This sample, a cross section of the sex and 
age group acceptable for military service 
throughout the United States, would be diffi- 
cult to obtain or match in civilian com- 
munities. 

The agents of disease and injury disability 
might vary from one unit to another. Thus, 
in an armored division a relatively high inci- 
dence of accidents and more severe accidents 
can be expected. Actually, this did occur. 
However, one infantry division had relatively 
high rates for accidents and the accidents 
were more severe than the average. Thus at 
times, causes must be found elsewhere than 
in the agents of accidents. 

Undoubtedly, a most important factor in 
the incidence of disease and disability in a 
community, especially in the behavior and 
social problem category, is the environment. 
It is necessary to separate environment into 
the physical, biologic, and social. 

Physical environmental conditions which 
influence the occurrence of accidents and 
disease, and, but probably to a lesser degree, 
behavior and social problems, are weather, 
soil, and terrain. Climate is complex. It is 
a summation of temperature, humidity, sun- 
shine, rainfall, snowfall, wind, and other fac- 
tors. It is more than weather; it is weather 
over a long period and is a moving, shifting 
influence in the causation of accidents and 
illnesses. It is relatively easy to measure and 
count the elements of climate, but difficult to 
quantitate exactly the composite of those 
which make up the important causative fac- 
tors. Conditions in the physical environ- 
ment could be important in the high incidence 
of accidents and disease in a division sta- 
tioned in Southern Germany. These factors 
must be investigated further if preventive 
measures, adequate understanding, and ef- 


fective treatment of individual cases are to 
result. 

The biologic environment is all important 
in the incidence of infectious disease. Perhaps 
the nature, importance, and medical effects 
of the biologic environment are generally 
known to physicians better than are those 
of physical and social environment. For ex- 
ample, the nature of an agent causing an in- 
fectious disease, such as the streptococcus or 
the influenza virus, would not be expected 
by physicians to vary much from unit to unit 
within the Seventh Army. On the other hand, 
the effects of the presence of the agent could 
vary. Physicians usually can foresee many 
of these effects. 

The social environment consists of those 
factors arising through man’s association 
with his fellows, or in other words, human 
ecology. Quantitative information concern- 
ing these factors is inadequate at present and 
probably will continue to be unless sociolo- 
gists can help us devise better methods of 
measuring and counting them. 

Did the numerous social environmental 
factors influence the actual and the reported 
incidence of disease and accidents in these 
units? For example, Division E had a 
venereal disease rate of 98.2 as compared 
with Seventh Army average of 76.9. How- 
ever, while other units might not punish 
personnel acquiring venereal disease, those 
in Division E knew that they would not be 
punished. In view of this, were infected in- 
dividuals of Division E more apt and willing 
to report their infections at their dispensaries 
for treatment, instead of seeking unauthor- 
ized treatment elsewhere? Is it probable that 
the other units actually had less venereal dis- 
ease? 

Cold injuries and accidents appear to be 
influenced by the social environment. Acci- 
dent and cold injury prevention programs 
of the command employ instruction, super- 
vision, the setting of example—all are factors 
which influenced the incidence rates. It is 
interesting to note that the two infantry di- 
visions having the highest cold injury rates 
had combined higher than total Seventh 
Army average rates in 3 of 6 of their possible 
disease category figures, 12 of 16 undesirable 
behavior and social category figures, and 5 
of 10 accident category figures (see tables). 
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Although these divisions could have had 
more exposure to cold, do these findings sug- 
gest anything further to the physician con- 
cerning the community from which come the 
individuals prone to cold injury? Do they 
indicate that individual patients would be 
fewer, or less serious to treat, if command 
exercised more firm control over susceptible 
individuals and if, at the same time, they ex- 
tended deeper and greater understanding of 
individual human behavior ? 


SUMMARY AND CONCLUSIONS 


Epidemiological investigation of the several 
component major commands of Seventh 
Army reveals that during 1954: 

1. The incidence of infectious disease does 
not appear to correlate with the incidence of 
behavior and social problems, or with ac- 
cidents. 

2. Commands having higher rates for 
selected behavior and social problems have 
had more accidents. 

3. Commands that utilized in a less than 
average manner the available Mental Hy- 
giene Consultation Service had a lower than 
average rate of “368-369” discharges, and a 
higher incidence rate of disciplinary reports, 
courts martial, and crimes and offenses. They 
also had a higher than average incidence of 
cold injuries. 

Obviously few final conclusions should be 
drawn from a solely statistical study of only 
one year’s experience, or too firm convic- 
tions as to the factors that should be meas- 
ured, or the means we should utilize for 
their evaluation. There seem to be potentially 
useful techniques demonstrated which we 
may project and improve by further study. 
Probably only in the military service can 
these methods and techniques be initiated 
and developed effectively and rapidly. 


The effects of the community on the person 
and the person on the community can be 
more thoroughly understood and should be 
considered when the individual physician un 
dertakes treatment of the individual patient, 
whether in his home, at the physician’s office, 
in dispensaries, or in hospitals. The average 
practicing physician should be able to count 
on those having the capabilities and oppor- 
tunities to develop the best possible tech- 
niques for aiding him along this line. How- 
ever, after such techniques are developed, can 
we expect expansion of the process to maxi- 
mum effectiveness in the military service and 
in the civilian practice of medicine ? 

Every physician should make certain that 
the term “physician-patient” relationship 
takes full cognizance of the broader meaning 
just discussed. The illness of the community 
manifests itself in the form of the patients’ 
physical or mental disease, behavior or social 
problems, or in the occurrence of accidents. 
The physician should utilize all the available 
knowledge of community illness. In doing so, 
he should consider that the patient requires 
treatment because the community has failed 
to prevent his ill. If the physician can suc- 
ceed in these objectives each patient should 
return earlier and more effectively to a grati- 
fying and productive participation in the com- 
munity existence. Could a physician hope to 
achieve more? 
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PARATAXIC DISTORTION AND HISTORY TAKING: 
AN EXPERIMENTAL METHOD IN TEACHING 
JUNIOR MEDICAL STUDENTS‘ 


IMOGENE S. YOUNG, M.S.W., anv NATHANIEL 8S. APTER, M.D. 
Cuicaco, In. 


How can medical students be taught that 
they, themselves, significantly influence the 
histories they obtain from patients? How 
can we demonstrate that their intellectual and 
emctional investments in their patients lead 
to distorted views of both the patient and the 
important people in his life? How can we 
actually confront them with experiences that 
show that their devices to provide instructors 
with well-rounded presentations may signifi- 
cantly alter their own attitudes toward the 
patient and his relatives? How can we assist 
them in learning that the patient is frequently 
a poor observer of his own emotional reac- 
tions? These are but a few of the questions 
the instructor in psychiatry must deal with 
before providing a psychodynamic explana- 
tion of the patient’s problems and a psycho- 
therapeutic plan based on this explanation. 

‘The questions we have raised focus atten- 
tion on the physician’s side of the doctor- 
patient relationship. They emphasize the 
history-taker’s propensity to develop paratax- 
ically distorted views of the patient. This 
report describes an experimental teaching 
technique, designed to point out how the 
doctor-patient relationship may lead to an 
irrational view of the patient by the junior 
medical student as a consequence of his feel- 
ings and lack of understanding of the under- 
lying psychopathology. 


TEACHING PROGRAM 


The Setting.—At the University of Chi- 
cago, junior medical students, in groups of 3 
or 4, serve a 2-week clinical clerkship on the 
inpatient psychiatric service of a general 
hospital. Here they come in contact with all 
members of the psychiatric team, They first 
meet with the nurse in charge. She acquaints 
them with the physical and administrative as- 
pects of the ward. When they have become ac- 

1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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customed to their new surroundings, the chief 
resident advises them of their clinical and 
academic responsibilities. He provides them 
with a bibliography as well as books. He 
introduces them to the patients they will be 
expected to examine and observe and ad- 
vises of the time when they must present 
findings on patients to senior staff members. 

The Psychiatric Social Worker.—These 
workers participate actively in the teaching 
program. In addition to 4 scheduled meet- 
ings with the group, informal discussions are 
held throughout the 2 weeks’ clerkship. 
I:mphasis is on the study of the patient in 
his constantly changing environment, and 
arrangements are made for the students to 
interview a person or persons significant to 
the patient to obtain supplementary and com- 
plementary observations on his family life 
and relationships. The student who has al- 
ready developed some strong impressions 
about his patient may then be confronted 
with somewhat different attitudes while 
speaking to the relative. He is often surprised 
that the patient’s account of the family mem- 
ber whom he is interviewing does not coin- 
cide with his own observations. He is per- 
plexed by the conflicting views. 

In the study of the patient in his social 
milieu the student assumes temporarily the 
responsibility of the psychiatric social worker 
as well as the medical responsibility for the 
patient. To eliminate possible misconceptions 
we emphasize that the students are not being 
trained to do social work or asked to identify 
with the psychiatric social worker. The re- 
sponsibility for involving the community of 
the patient in diagnosis and treatment is the 
charge of the physician, and is delegated to 
the psychiatric social worker in clinical team 
practice. In practical work with patients, 
regardless of the specialty, all physicians will 
encounter urgent needs and disturbing re- 
actions to illness in family members and their 
participation may be helpful in diagnosis and 
therapy. 
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This teaching method was extended to in- 
volve the other 2 or 3 members of the student 
clerk group. (The method was used with 
20 successive groups in 40 sessions over one 
year). One or more students not directly 
responsible for the psychiatric history taking 
and personality evaluation of the patient were 
requested to interview a significant member of 
the family. They were then instructed to ob- 
tain information regarding the family interre- 
lations and to evaluate the personality of the 
relative providing this material. No attempt 
was made to restrain the various interviewers 
from discussing their different reactions be- 
fore the formal case presentation. Indeed, 
the psychiatric social worker asked questions 
that would stimulate such discussion. When 
the whole group convened for presentation 
of the case material to the senior psychiatrist, 
the opinions and attitudes that were shaped 
during personal contacts with the patient or 
with relatives were expressed with great per- 
sonal conviction. A clinical prototype and a 
report of the participation of students follow. 


CLINICAL PROTOTYPE AND PARTICIPATION OF 
STUDENTS 


Student “A” reported on Mrs. “B,” a 32-year- 
old, married teletype operator who was admitted 
to hospital following a second suicidal attempt. 
Two years previously she developed symptoms of 
anxiety and depression but was able to continue 
her highly skilled occupation. She had been engag- 
ing in fantasies involving an extramarital relation- 
ship with a friend of her younger sister. A year 
before she told these fantasies to her husband 
shortly before attempting suicide by taking a large 
dose of amphetamine sulfate. Following a short 
series of electrical convulsions administered at a 
nearby hospital, she returned to her husband. A 
few months later Mr. “B” sold their suburban home 
against the wishes of his wife. She separated from 
him to live in an apartment with an old girl friend. 
She resumed her work, brooded about her difficul- 
ties and withdrew from social relations. Numerous 
attempts at reconciliation during the year failed. 
Prior to admission, the patient was found in a gas- 
filled apartment. She was brought to the hospital 
and revived easily. Her husband had been notified 
and, on his arrival, asserted that he was now cer- 
tain that he wanted his wife to return to him. 

Student “A” described the patient’s clinical pic- 
ture in a way which suggested that he was tend- 
ing to minimize the depressive components. He 
presented the patient’s self-evaluation of depreci- 
ation, worthlessness, sinfulness, and desire to die 
as appropriate to her former actions. He reported 
that the feelings she expressed toward her aus- 


band, namely, that she had been an unfaithful wife, 
unworthy of his love, and doubtful of being for- 
given, were appropriate to the real situation. He 
took great pains to describe her attractive physical 
appearance. He gratuitously commented that she 
reminded him of a woman whom he had known 
and disliked. He readily accepted the patient’s de- 
scription of the husband as a considerate and patient 
man. When inquiry was made concerning the pos- 
sibility of evidence for mixed feelings toward the 
husband, student “A” stated that as far as he could 
determine there was no justification for negative 
feelings. He casually commented, however, that Mrs. 
“B” had said that “he had taken away everything that 
meant anything to her in his life” when their house 
was sold. 

Students “Y” and “Z” had, in the meantime, in- 
terviewed Mr. “B.” They were unable to agree 
with student “A”’s appraisal of him as seen through 
the remarks of the patient. They had found him, 
at first, exceedingly controlled. He had spoken in 
a matter-of-fact way and denied that there had 
been major difficulties between his wife and him- 
self. They were, however, very much impressed 
with his statement characterizing his attitude about 
the shock treatment his wife had received. They 
felt that his comparison of the electroconvulsive 
measures to the flushing out of a carburetor in a 
car when it became clogged was somewhat crucl. 
They recalled that he had clenched his jaws and 
fists while talking about this. When they inquired 
further about the reasons for having sold their 
home, he eventually admitted that it was in part 
motivated by his desire to give his wife “a dirty 
dig.” By the time his student-colleagues had re- 
ported these findings, student “A” asserted that 
he could not understand how they could impugn the 
love of Mr. “B” for his wife. On the one hand, 
“A” held the view that the patient's depressive re- 
action was her own doing, while “Y” and “Z” held 
an equally untenable view that the patient's hus- 
band was the cause of the depression. 


The psychopathology of depressive reac- 
tions was discussed by the group. The rele- 
vance of earlier experiences and relationships 
to faulty emotional maturation and their re- 
activation by current interpersonal situations 
could be established more readily. The par- 
ticular psychodynamic constellations applica- 
ble to the patient were more easily demon- 
strable. The mutually dependent, highly 
ambivalent relationships of the couple were 
more understandable in terms of the social 
work data available. The patient’s limited 
productions associated with her clinical state 
did not provide current data for demonstra- 
tion. Eventually, work with the patient 
would reveal many of these explanations, but, 
by that time, the students would have moved 
on to another service. By confronting them 
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with the divergent attitudes they had ob- 
served in their personal contacts with differ- 
ent sides of the history, the clinical picture, 
its history and probable future development, 
and the rationale for a psychotherapeutic 
program were presented in a shorter time 
and with an intimate experience of personal 
involvement. 


DISCUSSION 


In deciding what areas of the psychiatric 
social worker’s core content contribute most 
to teaching medical students diagnostic meth- 
ods and psychodynamic formulations, it be- 
came increasingly clear that the skills and 
techniques adapted to the evaluation and 
treatment of the patient’s involved com- 
munity were most useful. The prevalence of 
irrational views of patients or the medical 
student’s parataxic distortions during history 
taking were more readily demonstrated if 


one student interviewed the patient and an- 
other the relative. Experiences with this 
experimental teaching plan for one year 
demonstrated that when a second inter- 
viewer's social history data were available, 
participation of students increased, and the 
formulations provided by the senior psychi- 
atrist could, in part, be checked by other 
important data—the psychiatric social his- 
tory. Peer learning was richly stimulated 
by the medical students’ 2-week period in 
psychiatry. 


SUMMARY 


The participation of the psychiatric social 
worker in an experimental teaching method 
in which the specific skills of psychiatric 
social work are utilized is described. This 
method was used with 20 successive groups 
of students in 40 sessions over a I-year 
period. 
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Gibbs and Gibbs(1) made EEG recordings 
of epileptics throughout the day and night 
and found that seizure discharges occur much 
more often during sleep. Moreover, during 
sleep “most of the seizure discharges ap- 
peared in the first twenty minutes of sleep 
or shortly before awakening.” What is the 
meaning of this fact, and how does it tie in 
with clinical experience ? 

Studies of epilepsy show a striking diurnal 
rhythm in the incidence of major fits. Two 
studies are remarkable in this respect. 

Echeverria(2) tabulated 14,982 diurnal fits 
of 214 patients and found them distributed 
as follows: (1) “Early in the morning and 
on arising’—5,130 fits; (2) from 6 a.m. to 
noon—7,503; (3) from noon to 6 p.m.— 
2,153; (4) from 6 p.m. to bedtime—296. 
Thus diurnal fits occur most often soon after 
waking up and diminish in frequency as the 
day goes on. 

Tabulating 2,988 nocturnal fits of 78 pa- 
tients, Echeverria found: (1) From to p.m. 
to 2. a.m.—92 fits; (2) from 2 a.m. to 5 a.m. 
—2,896. Nocturnal fits thus show a huge 
preponderance in the second half of the 
night. 

Griffiths and Fox(3), in a tabulation of 
39,929 fits of 110 patients, found the great- 
est incidence in the hour 6-7 a.m., with a 
steady rise from 3 a.m. to this peak and an 
abrupt fall after 8 am. Their patients got 
up at 6:30 a.m. on the average. 

Two more studies deal with smaller num- 
bers, but the findings are of interest. Lang- 
don-Brown and Brain(4), in a study of 28 
patients who had their fits mainly by day, 
found the peak incidence in the hour 7-8 a.m., 
in which hour there occurred no less than 
14.3% of all the fits. 

Patry(5), in a study of I1 patients who 
also had their fits mainly by day, found the 
highest and commonest peak from 6 to 7 a.m., 
the hour in which his patients rose. Most 
of the fits occurred in the morning. In the 
afternoon there was a steady drop in fre- 
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quency, so that whereas 9.7% of all the fits 
occurred in the peak hour, 6 to 7 a.m., less 
than 0.5% occurred at the low point, 5 to 
6 p.m. 

These consolidated figures are impressive. 
Equally impressive are some individual cases, 
Every neurologist has seen cases of epilepsy 
in which fits occur only in the final hour or 
two of sleep, or only in the first 2 hours after 
waking in the morning. 

Why do fits occur most often in the hours 
just before and after waking? I shall try to 
show that the answer lies in the interplay of 
excitation and inhibition. 


THE INTERPLAY OF EXCITATION AND INHIBI- 
TION 


Pavlov’s work on cerebral inhibition il- 
luminates many problems in human physiol- 
ogy, especially in the field of sleep and nar- 
colepsy(6). It also has some bearing on 
epilepsy. 

The cerebral cortex is never static, for 
areas now quiescent may be in a state of ex- 
citation a moment hence, and vice versa. 
Pavlov compared the cortex to a mosaic, 
with areas of inhibition here and there sepa 
rated by areas of excitation, [xcitation and 
inhibition are always shifting around from 
area to area, in harmony with the adaptive 
needs of the moment. 

Excitation and inhibition are antagonistic. 
They oppose each other, like opposing players 
in a football game who block each other. Of 
course, at the end of the day inhibition wins 
out and we fall asleep. In the inhibitory state, 
sleep, the cortex recovers from a day of 
excitation. 

The opposition of excitation and inhibition 
is seen best in narcolepsy, where the patient, 
in fighting off an impending sleep attack, may 
succeed in staying awake but will wind up 
with an attack of paralysis instead. When a 
man is falling asleep, inhibition is spreading 
over his cortex (irradiation), extending its 
sway over more and more territory. When 
he fights sleep off, he does so by striving to 
oppose the spread of inhibition. He brings 
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excitation into play; figuratively, and even 
literally, he “pinches” himself (disinhibi- 
tion). Inhibition is thereby blocked in its 
advance. Like a football player running with 
the ball who is deflected from his path by 
the approach of menacing tacklers, inhibition 
is deflected or shunted aside by excitations 
rising to oppose it. In this manner inhibition, 
which is on the verge of overrunning the 
cortex and causing sleep, may be shunted 
into motor areas, causing paralysis instead. 

A remarkable instance of shunting of in- 
hibition occurred in Cohen’s(7) second case. 
The patient, a narcoleptic, gave the following 
account of a paralytic attack: 

I think I could have stopped it in the first stages, 
but unfortunately I was stupid enough to concen- 
trate not on sitting still, but on trying not to spill 
the coffee from the cup I was holding, with the 


result that I kept the coffee quite safe, but slipped 
to the floor beside it. 


Here is shunting of inhibition from one cere- 
bral area to another, in this instance from 
centers for arm and hand to centers for 
trunk and lower limbs. 

Since inhibition can be shunted from one 
area to another, can excitation also be 
shunted? There is evidence to suggest that it 
can. MacCurdy(8), in describing the reac- 
tions of soldiers to their first experience of 
enemy fire at the front line, after noting that 
the commonest reaction is fear, said: “A 
less common reaction is that of excitement, 
accompanied even with a kind of spurious 
elation. The man has a tendency to make 
facetious remarks about the shells, to laugh 
at feeble witticisms, and very often he feels 
under considerable motor tension, there being 
a pressing desire to do something, to do it 
immediately and do it hard” (italics mine). 
This is a remarkable observation. When 
the soldier suppresses the impulse to run 
away from the battle line, excitation is 
shunted away from locomotor centers. This 
excitation does not simply evaporate into 
nothingness, and its persistence in motor 
centers may be inferred from the fact that he 
is aware of motor tension and of a “pressing 
desire to do something, to do it immediately 
and do it hard.” 

The bearing of this matter on epilepsy may 
now be considered. The suppression of an 


impulse may provoke an epileptic fit. Here 
are two examples. 

Marsh(g) reported the case of a soldier 
who had his first fit when he was goaded to 
the breaking point by his superior, a sergeant, 
whom he wanted to beat up but did not dare. 

In Kupper’s(10) Case 1 the patient had 
his first fit while sitting at the breakfast table 
with his father. The mother was favoring the 
son by giving him more buns, and the father 
was furious and threatened violence. The 
patient got tense, saw a knife on the table, 
and fancied himself stabbing his father. He 
ran to the kitchen, clung to his mother in 
anxiety, and had a fit. 

In both of these cases the fit in question 
was the first. A lesson can be learned from 
the circumstances that evoke a seizure, but 
the lesson is doubly important when the 
seizure is the first. 

Narcolepsy and epilepsy are physiological 
opposites, one being due to an excess of inhi- 
bition, the other to an excess of excitation. 
In narcolepsy the cerebral cortex is unduly 
“inhibitable,” unduly vulnerable to inhibi- 
tion. In epilepsy, on the other hand, the 
cortex, or, to be more exact, one small area 
of the cortex, is unduly excitable, being the 
seat of a discharging lesion, which can be 
set off or fired by appropriate stimuli. In 
narcolepsy, inhibition, blocked in its advance 
over the cortex, may be shunted into a sus- 
ceptible area; this explains the paralytic at- 
tack that may overtake the patient when he 
fights sleep off. The “corresponding oppo- 
site” may happen in epilepsy: when the pa- 
tient strives to suppress a powerful impulse, 
such as the impulse to strike out in anger, 
there again is shunting, but this time it is 
shunting of excitation, which, blocked from 
one area, may be shunted to another area, 
setting off the discharging lesion that hap- 
pens to be located there. 

We may now return to the problem of 
diurnal variation in the incidence of epileptic 
discharges. The struggle between excitation 
and inhibition follows a great daily cycle. The 
work the brain does by day when we are 
awake, the expenditure of energy from con- 
stant excitation, gives rise to fatigue, and at 
the end of the day inhibition takes over and 
we fall asleep. During sleep the brain re- 
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covers, and excitation renews its strength 
until finally it dissipates the inhibitory state 
(sleep) and we wake up. The great daily 
cycle is like a ferris wheel, with excitation 
and inhibition at opposite poles. The peak 
in the incidence of fits in the hours just be- 
fore and just after waking is due to the fact 
that excitation is at flood tide while inhibition 
is at ebb tide. 

In the light of this discussion one marvels 
at a remark made by the patient in Kupper’s 
(10) Case I, a man whose fits occurred only 
in the morning before breafast. He said his 
fits came from “too much sleep.” If a man 
who had most of his fits just before and 
after waking could get a job on the night 
shift, from midnight to 8 a.m., it would be a 
good idea to make an experiment and divide 
his sleep into 2 periods, from 7 to II p.m. 
and from 9g a.m. till afternoon; this would 
lessen the hazard of “too much sleep.” 

It is clear why patients have fewer fits 
when they are busy. In epileptic colonies 
there are more fits on Sundays, when patients 
are relatively idle. The work they do week- 
days is an “outlet” for excitation, a safety 
valve. 

There is one discordant fact to be con- 


sidered. There are a few cases in which the 
fits occur mostly, or even only, in the early 
rather than the late hours of sleep. (And, 
too, Gibbs and Gibbs found an increased fre- 
quency of seizure discharges in the first 20 
minutes of sleep.) These cases run against 
the common tendency and should, I believe, 
be looked upon as a special group. Further 
study will be necessary to clarify the factors 
that set this group apart from the rest. 
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A COMMENT ON INSULIN COMA THERAPY IN SCHIZOPHRENIA 


Side by side with optimistic claims doubts 
are expressed continually concerning the 
efficacy of insulin coma treatment for schizo- 
phrenia, and the same doubts recur concern- 
ing every other form of treatment for this 
disease. With clearer concepts, earlier and 
milder cases of schizophrenia are being di- 
agnosed and there are linked schizoid and 
schizophreniform illnesses, all of which re- 
spond better to treatment. But this advance 
has produced another effect : the total picture 
of schizophrenia is now less sombre, there 
are lights in the shadows, and there is a 
tendency to think that the core of incurable 
disease which fills the mental hospitals is 
somehow not quite so real, when, in fact, the 
reduction in this core has been painfully 
limited. 

In many schizoid and schizophreniform ill- 
nesses, and, if there are schizophrenias rather 
than schizophrenia, in many schizophrenic 
illnesses as well, probably psychological fac- 
tors are more important than physical ones ; 
and anyone who treats schizophrenics must 
be certain that an understanding, psycho- 
therapeutic attitude is the one about the value 
of which there can be no doubt. Neverthe- 
less the patients who make up the majority 
of those once diagnosed as dementia praecox 
do give an almost inescapable impression of 
organic damage, and the clear demonstra- 
tion of the specific kind of mental defect 
which is an end result of the fully developed 
disease supports this view(4, 9, 14, 23, 25). 
The earliest, sound treatment practiced in 
mental hospitals for the severer forms of 
schizophrenia was care and custodianship 
until the disease burnt out, and then rehabili- 
tation. Even if organic pathology as ordi- 
narily understood is not accepted, then a 
constitutional defect in the ability to answer 
environmental demands or to survive stress 
is often postulated(2, 5, and, of course, 
Sigmund Freud and Adolf Meyer), and the 
constitutional factor has been powerfully 
supported by Kallmann’s genetical studies. 
Understanding the problems involved is 
hampered by the fact that brain pathology 
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can be devastating in the absence of micro- 
scopically demonstrable changes(1I, 17). 

Recently I had the opportunity to review 
Miskolezy’s suggestion that schizophrenia 
affects those parts of the brain which are 
particularly human; and drawing upon the 
work of Gellhorn regarding the hypothala- 
mus, of Penfield and Jasper regarding the 
temporal lobes, and of Halstead regarding 
the frontal brain, together with the work of 
many others, I suggested that schizophrenia 
is a phylogenetically and ontogenetically de- 
termined disease process which throws re- 
gions of the brain into disorder, and then 
out of action, and spreads usually from the 
frontal poles backward, although it may start 
in the temporal lobes or in the hypothalamus ; 
it spreads in tidal fashion with periodic re- 
cessions, during any one of which the disease 
may become arrested(19). Le Gros Clark 
reviewed the evidence which showed that the 
lateral and posterior nuclei of, the hypo- 
thalamus have developed throughout the 
mammalian series pari passu with the neo- 
cortex, both reaching the highest develop- 
ment in man. 

This conception, that schizophrenia gives 
rise to 2 kinds of symptoms—those associ- 
ated with disordered brain function, “pa- 
raesthesiae” of the mind, such as flickering 
confusion of thought, active hallucinations 
rather than hallucinatory memories, and hy- 
pothalamic and especially autonomic chaos, 
and those due to abrogation of function, vari- 
able degrees of defect in the frontal and 
temporal lobes and in the hypothalamus— 
helps considerably to explain the contradic- 
tory reports on methods of treatment and 
especially the relatively slight extra values 
gained with insuljn coma therapy(8, 22). 
It is as if the brain, in a manner analogous 
to a disordered cybernetic system(27), goes 
on cutting out circuit after circuit until a 
state is reached at which harmonious equilib- 
rium is possible. The evidence collected by 
Gellhorn suggests that EST, and perhaps 
fever, tend to right the pathological process 
although often only temporarily, but I am 
here more concerned with insulin coma ther- 
apy, which reduces brain metabolism and 
with which there is reasonable evidence that 
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the benefits may arise from a hastening of 
the process of complete loss of function in 
limited areas of the brain. It is well estab- 
lished that the removal of disordered brain 
tissue produces stabilization and opportuni- 
ties for clinical improvement(11, 12, 21, 26), 
which may be explained along holistic lines. 

As long ago as 1939, Wortis and Lambert 
made it clear that the best insulin coma re- 
sults were those associated with the danger- 
ous, irreversible comas, and a study of their 
report makes it clear that improvement is 
roughly proportional to the depth and dura- 
tion of the irreversible coma. Revitch is the 
most recent to draw attention again to the 
same phenomenon. I have compared the ef- 
fects of irreversible comas due to islet-cell 
adenomata developing in otherwise healthy 
persons with those developing in schizo- 
phrenics during insulin coma treatment (20). 
No one who suffered the experience due to 
islet-cell adenoma was ever improved in any 
way and, because of the uncontrolled nature 
of the hypoglycaemia, deaths and paralyses 
were common. On the other hand, because 
of the exceptional care taken during insulin 
coma treatment, these serious accidents are 
almost negligible, but a severe, life-threaten- 
ing coma, which develops with such surpris- 
ing ease as to suggest a special vulnerability, 
is commonly followed by a typical picture of 
severe organic clouding, and in proportion 
to the damage done there is clinical improve- 
ment which can certainly be most easily un- 
derstood in terms of physiological rather 
than anatomical lobotomy and generally this 
physiological lobotomy is of a better quality. 

I suggest that treatment might be based on 
this hypothesis; that electroconvulsive ther- 
apy should be the first line of attack, together 
with relief from stress and psychotherapy ; 
and that insulin therapy should be reserved 
for those who are deteriorating and perse- 
vered with only if a degree of clouding can 
be achieved after the termination of coma; 
in other words, only if there is evidence that 
progress is being made toward the minimum 
physiological lobotomy which the malady is 
demanding. If comas designed to this end 
are always terminated by intravenous sugar, 
the risk should not be as great as for pre- 
frontal lobotomy and the results may easily 
be better. Further safety measures would in- 
clude a gastric saline drip when the coma is 
in prospect, and the availability of cortisone 


(3). The aim is to produce a quiescent phase 
as quickly as possible with progressive re- 
habilitation in mind; and in resistive cases 
the sensitivity of the brain might be increased 
by withholding sodium or potassium ions or 
vitamins(18). It is always possible that new 
methods, such as the one suggested by Fry 
(6), might facilitate this bloodless operation, 
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CHEMOTHERAPEUTIC TRIALS IN PSYCHOSIS: I 
FRENQUEL AND PILOCARPINE 


WILLIAM J. TURNER, M.D., ano SIDNEY MERLIS, M.D.! 
Centra Isiip, N. Y. 


Following the announcements by Fabing 
(1) and by Himwich(2) of the efficacy of 
Frenquel in the relief of hallucinations of 
schizophrenics and of those due to LSD-25 
in normal subjects, a trial of this new agent 
was begun at Central Islip State Hospital. 

First, 12 women were chosen as subjects, 
all on a moderately disturbed ward. Each 
had been in the hospital more than 2 years, 
most for more than 10 years, the duration of 
the psychosis ranging from 4 to 25 years. 
The age of onset of the first psychosis varied 
from 15 to 33 years; the ages of the patients 
at the time of this trial ranged from 28 to 50 
years. All were schizophrenics. With little 
variation it could be said that all were con- 
tinually disturbed, hallucinating and delu- 
sional, destructive, assaulting other patients 
who approached. While 3 were soilers and 
wetters during the daytime, and required re- 
straint on the ward, most patients usually 
slept well at night. They ate reasonably well, 
although some had to be spoon-fed now and 
then. 

Each of these patients had had chlorpro- 
mazine or reserpine or both between Novem- 
ber 1954 and January 1955. These medica- 
tions had been discontinued because of skin 
eruption(1), ankle edema(1), increasingly 
violent behavior(4), refusal of medication 
(1), or failure to respond to maximum dose 
(5). Each had been seen several times by 
one of us in trials of other medications and in 
efforts to establish a psychotherapeutic rap- 
port which would have led into another 
branch of our investigations in schizophrenia. 

These patients were continually under the 
care of one of our colleagues who, for vari- 
ous reasons, had not given ECT to any of 
these patients for weeks prior to the trial of 
Frenquel. This was not in anticipation of 
the trial of Frenquel but completely inde- 
pendent thereof, as this particular trial had 
not been under consideration in this ward, 
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Each of these patients was seen at least 
once a week by one of us but there was no 
attempt at any intensive contact with any 
patient. 

Medication was started at 40 mg. t.i.d. on 
June 1, 1955. On June 20, 1955, no signifi- 
cant change had occurred ir. any subject ; in- 
deed the nurses reported that 2 of the pa- 
tients were worse. Medication was then in- 
creased to 80 mg. t.i.d. 

No changes were seen in any of these 
patients until the conclusion of this trial on 
July 1, 1955. Minor variations which did 
occur were of such degree and nature as had 
occurred in these patients in the past. Cer- 
tainly there was no evidence of diminution 
of hallucinations or of responses to or acting 
out of hallucinations or delusions which the 
patients experienced. 

Second, a group of 5 schizophrenic women 
were selected on fairly quiet wards. These 
had been in the hospital from 6 to 4 years. 
All were younger than those in the first 
group. None had had a long term of treat- 
ment with chlorpromazine or reserpine, al- 
though they may have had occasional doses 
of these medications. All were delusional and 
hallucinating. They were given 320 mg. of 
Frenquel daily for 1 week. No changes in 
their behavior were observed and there was 
no alteration described by the patients. 

Third, one of us (S.M.) administered 
Frenquel 80 mg. t.i.d. to 2 alcoholics and 7 
borderline noninstitutionalized subjects from 
his private practice. Most of them voluntarily 
stopped taking the medication after a few 
days, saying that it had no effect ; 2 psycho- 
neurotics and 2 alcoholics continued for a 
week, but described no effect of any sort. 

Pilocarpine-—This drug has been shown 
by one of us (W.J.T.) to have a blocking 
action on LSD-25 and on hyoscine in the 
Siamese fighting fish (Betta splendens) (3). 
This blocking action is evident only in high 
dosage levels but it was felt worth while 
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to explore the possibility that it might have 
some therapeutic value in schizophrenia. 

Preliminary experiments with several 
groups of subjects had revealed that it could 
be safely administered up to 10 mg. t.i.d., a 
dosage level only slightly greater than that 
used by Furstenberg(4). At this level, for 
1 month, the 12 subjects to whom Frenquel 
had been administered were treated with 
pilocarpine. Aside from a gain in weight of 
I to 4 pounds in all subjects, no significant 
change occurred in any one. The nurses and 
attendants did report minor alterations sug- 
gestive of improvement, but they were so 
slight as to carry little weight. 

Second, 7 men and 6 women between the 
ages of 31 and 45, hospitalized for the most 
part since 1950 and all having been ill for at 
least 10 years, were selected. All were hal- 
lucinating and all but 3 were on acutely dis- 
turbed wards, The 3 exceptions had been re- 
cently admitted. 

These subjects received 10 mg. of pilo- 
carpine t.i.d. for periods up to 8 weeks. With 
one possible exception, no subject showed 
any change which we could relate to the pilo- 
carpine. This was a 3I!-year-old white 
woman who had been on an acutely disturbed 
ward for several years following a lobotomy 
and who at no time during this period had 
been without restraint. Large doses of chlor- 
promazine had had no effect on her. At- 
tempts to interview her had resulted in wild 


screaming and wild laughter with violent 
pacing and stamping. About 3 weeks after 
pilocarpine was started she became quieter 
and for the last 2 weeks of the medication 
she was out of restraint and was very pleased 
with herself and her progress. Inasmuch as 
we had not been able to establish a sufficient 
rapport with this patient to determine 
whether other factors than the medication 
would have brought about this change, we are 
unable to account for it. 


SUMMARY 


In our experience, Frenquel up to 80 mg. 
t.i.d. had no effect on 17 schizophrenic pa- 
tients, 2 alcoholics, and 7 psychoneurotic sub- 
jects. 

A trial of pilocarpine at 10 mg. t.i.d. also 
proved to be without effect on 26 out of 27 
subjects. 
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The policy of operating a mental hospital 
with open doors has existed in some British 
hospitals for a good number of years; it has 
been an integral part of the therapeutic pro- 
gram(1) just as the somatic and other thera- 
pies have been. This paper is a description 
of the methods of operation of 3 mental 
hospitals that have open door programs— 
the Warlingham Park Hospital, Warlingham, 
Surrey; the Netherne Hospital, Coulsdon, 
Surrey; and the Dingleton Hospital(2), 
Melrose, Scotland. 

The 1,000-bed Warlingham Park Hospital 
is located in a suburban community 15 miles 
south of London. The entrance gate is at- 
tended by a porter who inquires the business 
of all visitors and directs them to their re- 
quested location. A visitor interested in the 
operation of the hospital is escorted about by 
a patient-guide who is able to answer ques- 
tions. The guides have free access to the 
entire hospital. They are well versed in the 
details of the administrative problems, the 
general nursing problems, and the patient 
problems. Although they are instructed in 
these details by the staff, there is no stereo- 
typy in their conversation. 

Within the first 24 hours after admission 
the new patient receives a personal letter from 
the superintendent and a booklet descrip- 
tive of the hospital program. Once a week 
all patients admitted the previous week meet 
with the physician-superintendent, the chief 
nurse, the chief male nurse, and the business 
manager. The patients are given an oppor- 
tunity to discuss their impressions of the 
hospital and are invited to raise any question 
they wish. They are shown a film dealing 
with mental health and are served tea. An 
atmosphere of informality and friendliness 
pervades the meeting. Patients are encour- 
aged to think of the hospital as their hospital 
and are invited to make suggestions for im- 


1 Clinical Director, Eastern Pennsylvania Psy- 
chiatric Institute, Philadelphia, Pa. 

2 The author is indebted to Superintendents T. P. 
Rees, R. K. Freudenberg and G. M. Bell for per- 
mitting him to observe and evaluate the administra- 
tive and clinical programs of their hospitals. 
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proving its operation and its service to both 
patients and community. 

The admission service is located in 2 un- 
locked cottages near the front gate. All new 
admissions go there with the exception of 
some senile patients and those being read- 
mitted. Included in the buildings, one for 
men and one for women, is a first-floor ward 
of 10 beds and a day room attractively fur- 
nished with rugs, curtains, fresh paint, and 
flowers. The second floor also has several 
single rooms for patients and a 10-bed ward. 
These buildings are used for the somatic 
therapies. The deep-insulin unit is located 
here. The beds are used for double duty, 
serving as sleeping quarters at night and as 
insulin beds during morning treatment hours. 
The patients live as a group in that they re- 
main together (although they are free to mix 
with the other patients and have full access 
to the entire hospital), have treatment to- 
gether, clean the ward together after the 
daily insulin treatment, and attend group 
psychotherapy sessions. In the latter, pa- 
tients are grouped according to illness type. 

Other services in the hospital include a 
unit for alcoholics(5) with approximately 
20 beds for men and women. These are un- 
locked wards where the patients are free 
to come and go within the hospital area. 
There is a daily group therapy meeting held 
by the patients with one of the patients serv- 
ing as group leader. There are also bi-weekly 
therapeutic conferences held by the staff 
member responsible for the unit, plus active 
participation in the AA organization. The 
alcoholic unit is active psychotherapeutically 
and in the social life of the hospital. The 
staff feels that the espirit de corps of the 
group is one of the strong motivating forces 
for favorable treatment results. The sharing 
of experiences, the discussion of personal 
feelings, the opportunity to aid other patients, 
either alcoholic or in other sections of the 
hospital, the permissive atmosphere, the ab- 
sence of rigid regulations and restrictions all 
tend to have a positive therapeutic value. 

There is a habit training group which is 
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operated by a nurse and several assistants. It 
is designed for the improvement of patients 
who are constant soilers. They regularly 
train a number of patients, especially those 
from the chronic wards, in bowel and bladder 
control by a system of rewards for non- 
soiling. 

Long-term patients are treated by group 
psychotherapy meetings and by all of the 
accepted physical and chemical techniques 
currently in use. There is also a group ther- 
apy meeting once weekly with patients from 
the disturbed wards. Men and women from 
this service are invited to attend a meeting 
held in the hospital library. 

Within the grounds of the hospital a unit 
formerly used as an isolation area for in- 
fectious diseases has been converted to a 
section for the treatment of severe neuroses. 
Men and women are admitted from the out- 
patient service and hospitalized for a fixed 
period of 8 weeks. They are treated by group 
psychotherapy and group living under the 
supervision of ward nurses. 

There is a weekly discussion group with 
the food service personnel. A volunteer from 
every ward meets with the dietitian and the 
chief cook and discusses the food service on 
their particular wards for the previous week. 
The atmosphere is generally constructive and 
optimistic. Quality, quantity, variety, and 
new ideas are all discussed. 

There are also social clubs for the aged, 
a hospital magazine edited and published by 
patients, and a “Good Companions Club” 
which organizes social, recreational, and 
sports activities. 

The occupational therapy unit has devel- 
oped a new idea which has proved to be very 
beneficial. The department performs the 
usual activities common to occupational ther- 
apy. In addition it has inaugurated a pro- 
gram in which disturbed men work in the 
same shop with quiet or convalescent women 
and vice versa. This has proved to be a very 
effective method of helping disturbed pa- 
tients. Interestingly, there has been excellent 
cooperation from the group of patients who 
accept the disturbed patients in their shop. 
There has been no indication of a deleterious 
effect on them, and there has been a definite 
improvement in the disturbed group. 

The Netherne Hospital, located near 


London, has essentially the same program 
as the Warlingham Park Hospital except 
that it has retained 2 closed wards, one for 
men and one for women. The staff believes 
that some patients derive therapeutic value 
from closed ward care. That this is a debat- 
able point can be seen from the fact that 2 
hospitals operating on essentially similar 
principles differ in the question of total free- 
dom versus limited freedom. One staff 
argues that the presence of any closed wards 
is a threat to the patients, that they react 
to it as punishment if they are transferred 
there and that they feel that the doctor is 
assuming too much authority if he transfers 
a patient to a closed section. The other staff 
feels that the patients with severe anxiety, 
panic reactions, or aggressive impulses react 
better in a closed ward, that they receive 
sedative value from the ward and that it is 
especially helpful to the patient struggling 
with impaired reality perception. 

The admission section of the Netherne 
Hospital is a group of I-story cottages. The 
unit receives all new patients and also con- 
tains the insulin coma therapy department. 
There is free access throughout the entire 


area by a series of connecting corridors. Al- 
though the patients with psychoses are 
bedded in one section they can freely mix 


with the patients in the section for the neu- 
roses. These 2 groups share a common recre- 
ation and occupational therapy building al- 
though the psychotic groups use it only under 
controlled conditions. The admission section 
of the hospital has been made especially at- 
tractive. There are rugs on the floor, fresh 
paint on the walls, plants and flowers about, 
pictures, mirrors and comfortable furniture. 
The windows are not barred or screened, and 
there is no fence around the property. 

There are 2,000 patients in the hospital ; 
25% are over 65 years of age. The annual 
admission rate is between 1,400 and 1,600. 
A recent survey of 1,400 admissions indicated 
that only 6g patients remained of this group 
at the end of 5 years. 

There are 14 doctors and 400 nurses on the 
staff. Four of the doctors are analytically 
trained. Of the nurses, 100 are students; the 
remainder are qualified psychiatric nurses. 
There are 40 attendants or similarly experi- 
enced personnel. 
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The closed wards house the most re- 
gressed, chronically ill patients as a rule, al- 
though they are available for the use of any 
patient who needs them. About 150 to 200 
patients are bedded there. Not more than 
50 remain there full time, the majority leav- 
ing the ward for the various occupational and 
recreational activities throughout the day. 

The experiences of the Dingleton Hospital 
are similar. It is a 418-bed institution near 
Edinburgh. The staff has had a resocializa- 
tion program and a totally open hospital for 
6 years. ‘Their program and admission rate 
compare with the other hospitals. They an- 
nually admit about 400 patients into 30 or 
35 beds, the remainder of the beds being 
occupied by patients with chronic illness. 
‘The superintendent and staff have made a 
concerted effort to cover over the dull grays 
and browns of the older hospital buildings 
with cheerful greens and yellows. There is 
an atmosphere of friendliness, of under- 
standing, and of restfulness about the hospi- 
tal. There is no feeling of anxiety or tension 
or urgency that one might expect in a mental 
hospital that is entirely open. 


DISCUSSION 


The open-door policy developed as a result 
of experimentation based on the assumption 
that patients in mental hospitals have differ- 
ent needs than those in general hospitals 
and that staff attitudes and methods of ad- 
ministration in the one do not necessarily 
apply to the other(4). The doctor’s biologi- 


cal orientation and the authoritarian role 
vested in him by society (so vital to the treat- 
ment of physically ill patients in general 
hospitals) are being re-examined for their 
relevancy to the problems of patients in 
mental hospitals. The staffs believe that 
mental patients suffer from feelings of in- 
feriority and isolation and that seclusion, 
closed doors and submission to strict routine 
tend to inhibit recovery from these feelings. 

Patients are encouraged to take the atti- 
tude that maximum benefit of hospitalization 
can be achieved when they feel that the 
hospital is theirs and that they will get better 
faster and less painfully with this orienta- 
tion. Once this has been achieved the be- 
havior of the patients improves. As a result, 


less security is needed and the opening of the 
wards and halls follows as a matter of course. 
It has been the experience of these hospitals 
that wards can be opened only as the patients 
gain this attitude toward the hospital. Two 
of the three hospitals have opened the wards 
housing even the most chronic patients. 

In order to effect this patient attitude to- 
ward the hospital several steps have been 
taken. First, as the basis of all operations an 
intensive group therapy program(1) is insti- 
tuted throughout all of the wards so that 
everyone has an opportunity to discuss his 
own case. All problems are referred to the 
group therapy sessions and patients are ex- 
pected to discuss them at that time rather 
than individually with the nurse or other pa- 
tients, or worse, not at all. Full participation 
and self-expression are encouraged. Aims 
of such a program are toward re-education 
and resocialization. The desire of the staff is 
to regulate the hospital community so that 
it corresponds as nearly as possible to a nor- 
mal community and at the same time provide 
a milieu in which a patient may find a non- 
threatening, constructive environment ac- 
cording to his needs. The program is graded 
so that the more regressed patients have an 
opportunity to participate at the level which 
they can handle. Regardless of the degree of 
regression, everyone is invited to participate 
and a visitor can feel the esprit de corps, and 
sense an attitude of progress in the hospitals 
by talking with the patients and the staff. 
Secondly, patients are given constructive ac- 
tivity in which they have a vital interest and 
in which they feel their work has value and 
is not exploited. Work in hospital shops anc 
attending social functions take on a new per- 
spective for them. 

Third, the staffs have assumed a nonau- 
thoritative role in the everyday life of the 
hospital and allow patients to have a greater 
voice in the management of the ward life 
than formerly. This position is based on their 
interpretation of personality dynamics. 

It has been the experience of the superin- 
tendents that they were the ones who intro- 
duced the policy and that the staff did not re- 
quest it initially. In some instances there 
was opposition to this philosophy. A nurse 
on a ward containing the most difficult 
women in one hospital expressed her fear 
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that the aggressive patients would injure 
other patients, that they would run away, and 
that she would have no control over the ward. 
Initially some of her fears were realized, 
patients did assault one another, some ran 
away, and she had less control for a while. 
Sut after a year of operation with the new 
policies including an unlocked ward, she in- 
dicated that she would never wish to see a 
return to the locked security system. Instead 
of being constantly bombarded by patients’ 
requests for transfer, chance to see the doc- 
tor, or to be discharged, she found that 
complaints subsided and that not infrequently 
she spent as much time encouraging patients 
to make use of their time and opportunity to 
be away from the ward as she had previously 
in trying to answer the many questions and 
complaints. In the words of the superin- 
tendent of the Dingleton Hospital : 


On opening the doors one is not entering an era 
of more difficult administration; one is sailing from 
the turbulent seas of strife, suspicion and distrust 
into the calm waters of friendliness, confidence, and 
an abounding hope for the future, where every 
single member of the staff finds it infinitely easier 
to perform his or her duty. 


Fourth, the hospital has become only one 
phase in the total treatment program. Con- 
tact with the patient does not begin and end 
with admission and discharge. Although all 


the hospitals have large admission rates they 
also provide an outpatient service to the 
community which they serve. They feel that 
the best method of treatment of mental pa- 
tients is on an outpatient basis whenever pos- 
sible and that an inpatient service is a stop- 
gap until the patient is well enough to func- 
tion again in his community. At Warlingham 
Park Hospital, for example, the staff spends 
a total of 49 half-days a week at the outpa- 
tient clinics operated in the general hospitals 
of the area. Staffs of the Netherne Hospital 
and the Dingleton Hospital do the same thing 
in the genera! hospitals of their areas. Since 
emphasis on hospital practice and hospital 
identification is much stronger in England 
than in this country there is little conflict 
with men in private practice and as a result 
the staff has an excellent opportunity to pro- 
vide their respective communities with a total 
psychiatric program. 
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CLINICAL NOTES 


A CONTROLLED CLINICAL PSYCHIATRIC STUDY OF THE DRUG 
CHLORPROMAZINE 
JAMES J. GIBBS, Masor, M.C.,1 BERNARD WILKENS, Ist Lt. M.C.,? 


anp CARL G. LAUTERBACH, Cart., M.S. C. 
Fort Bennino, Ga 


The aim of this study was to evaluate by 
objective means the relative effectiveness of 
psychiatric treatment with and without the 
adjunctive use of chlorpromazine. An addi- 
tional purpose was to investigate the effects 
of variations in the oral dosage of the drug 
from a low to a moderate range. 

A total of 39, 24 male and 15 female, 
psychiatric inpatients and outpatients, vary- 
ing in diagnoses from moderately severe 
neurotics to incipient and acute psychotics, 
were each assigned, by an unbiased, alternat- 
ing method, to 1 of 3 treatment groups. All 
patients suspected of having organic brain 
pathology or diagnosed as character and be- 
havior disorders were excluded. It was also 
necessary to exclude some psychotic patients 
who were too acutely agitated or unmanage- 
able to be held at this hospital for a prolonged 
period. Of the 39 patients, 27 were diag- 
nosed psychoneurotic and the remaining 12 
psychotic. 

Group I, Group II, and the Control Group 
consisted of 13, 12, and 14 patients respec- 
tively. Group I received low daily dosages 
(75-125 mg.) of chlorpromazine orally and 
one weekly psychotherapy session for 6 
weeks, Group II received the same treatment 
except that they received moderate oral daily 
dosages (150-450 mg.) of chlorpromazine. 
The Control Group received the same treat- 
ment as the other 2 groups, except that they 
received placebo tablets daily instead of 
chlorpromazine. 


t Now at the Office of the Surgeon General, Psy- 
chiatry and Neurology Consultants Division, 
Washington, D. C. 

2 Now at the New York Psychiatric Institute, 
Columbia Presbyterian Medical Center, New York, 

® From the Mental Hygiene Consultation Service 
and the Neuropsychiatric Service of the U. S. Army 
Hospital, Fort Benning, Ga. 
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All patients were evaluated before and 
after treatment through the use of the Mala- 
mund Psychiatric Rating Scale, the Wechs- 
ler-Bellevue Adult Intelligence Scale, and the 
Minnesota Multiphasic Personality Inven- 
tory. These 3 instruments provided 18 ob- 
jective criterion variables upon which the 
groups were compared. 

Two psychiatrists independently per- 
formed the rating of each patient on the 
Malamund Scale. The total raw score was 
used as a quantitative index of the extent 
of psychopathology. Each patient received 
on a random basis either Form I or Form II 
of the Wechsler-Bellevue Scale prior to treat- 
ment. Following treatment, each patient was 
given the alternative form which he had not 
received initially. Three measures were ob- 
tained from this Intelligence Scale: The 
Verbal Scale IQ, the Performance Scale 
IQ, and the Full Scale 10. The group form 
of the MMPI was used and it supplied 13 of 
the 18 criterion variables, including the 9 
conventional scales, the 3 validity scales, and 
Meehl’s index of signs of subclinical schizo- 
phrenia. 

It was not expected that all 18 variables 
would necessarily reflect improvement. The 
“character” scales of the MMPI, for ex- 
ample, were not expected to reflect much, if 
any, gain as a result of the various treatment 
procedures. 

The reliability coefficient for the initial 
ratings of the 2 psychiatrists was 0.60. Since 
this was not sufficient agreement to permit 
pooling the ratings, those of each psychiatrist 
were treated as separate criterion measures 
in all analysis of these data. The reliability 
of the 2 raters rose to 0.80 in their final post- 
treatment ratings. 

The variances and means of the 3 groups 
did not differ initially to a statistically signifi- 
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cant extent upon any of the 18 criterion vari- 
ables, indicating that, in respect to these 
variables they were comparable groups prior 
to treatment. While it is impracticable to 
test statistically the significance of the diag- 
nostic and sex differences between the 
groups, Group II did show higher percent- 
ages of psychotics and males than the other 
two groups, which were closely comparable in 
these respects. 

All 3 groups tended to obtain gain scores 
(the difference between pre- and post-treat- 
ment scores) in the direction of improvement 
on nearly all the criterion measures. How- 
ever, t tests of the mean gains of each group 
revealed that many of these gains did not 
differ significantly from zero improvement. 
Group I had the highest percentage of cases 
showing a “marked” degree of rated im- 
provement while the Control Group had the 
highest percentage of cases rated by the psy- 
chiatrists as improved, irrespective of degree. 
The Control Group displayed significant im- 
provement on more of the 18 variables, and 
at higher levels of confidence, than did the 
other groups. This was so whether percent- 
age of improved cases or mean improvement 
was considered. The Control Group was the 
only one to show statistically significant im- 
provement in [Q scores following treatment. 
Group II consistently showed significant im- 
provement on the least number of variables. 
However, only on one measure, the ratings 


of one of the psychiatrists, was the difference 
in improvement between the groups signifi- 
cant at even the 5% level of confidence: 
Group I improved significantly more than 
the Control Group according to Rater “A.” 

Of the 18 measures employed, only the 
psychiatric rating measure and the Hypo- 
chondriasis, Psychasthenia, and Schizo- 
phrenia Scales of the MMPI showed sig- 
nificant improvement for as many as 2 of the 
3 treatment groups. 

No general pattern of relationship between 
the degree of rated improvement and diag- 
nosis was detected, aside from the clinical ob- 
servations that the few depressed cases gen- 
erally responded poorly to any treatment, and 
that the acutely anxious patients in the chlor- 
promazine group were able to relate more 
easily in psychotherapy. 

Interpretation of results varied slightly, 
depending upon which particular variable 
was considered. In general, there was little 
evidence to indicate, by either objective psy- 
chiatric ratings or the psychological tests, that 
the 2 groups receiving chlorpromazine com- 
bined with psychotherapy improved signifi- 
cantly more than the Control Group. It is 
important to emphasize that the groups re- 
ceiving chlorpromazine were administered 
the drug orally and within a dosage range 
of 75 to 450 mg. for a limited period of 6 
weeks. 


AZACYCLONOL (FRENQUEL) IN THE TREATMENT OF 
CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., ano NATHAN S. KLINE, M.D. 
Orancesure, N. Y. 


Azacyclonol ' has been found to antagonize 
the effects of certain hallucinogenic drugs. 
For this reason it was decided to investigate 
its use in chronic schizophrenics whose de- 
lusions and hallucinations were quite marked. 
A group of 60 female schizophrenic patients, 
23-69 years of age, was chosen for this study. 
They had been continuously hospitalized 
from 2 to 24 years, although only 8 patients 
had been in the hospital for less than 5 years ; 


1 Azacyclonol was supplied by Wm. S. Merrell 
Co., under the name of Frenquel. 


31 were diagnosed as catatonic, 17 as para- 
noid, 4 hebephrenic, and 8 mixed type. 

The patients were divided into 2 groups 
of 30; one was given 40 mg. azacyclonol 
twice a day, and the other group received 200 
mg. twice a day. At the end of 6 weeks the 
patients’ improvement was rated. In the low 
dosage group 1 was slightly improved, 24 
showed no improvement, and 5 seemed 
worse, Of those on the higher dosage, 1 was 
slightly improved, 27 were unimproved, and 
2 seemed worse. No toxic reactions or un- 
pleasant side-effects were noted. 
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Since the results of treatment with aza- 
cyclonol alone were disappointing, it was de- 
cided to study the effects of azacyclonol with 
small doses of reserpine and chlorpromazine. 
Therefore, 30 of the above patients (15 re- 
ceiving low dosage of azacyclonol and 15 re- 
ceiving high dosage) were given, in addition, 
3 mg. reserpine daily; the remaining 30 pa- 
tients received 25 mg. chlorpromazine twice 
a day as well as azacyclonol. At the end of 
6 weeks of the combined medication, the pa- 
tients were again rated as to their improve- 
ment. Of those on azacyclonol and reserpine, 
4 were moderately improved, 4 slightly im- 
proved, and 22 unimproved. Of those on 
azacyclonol and chlorpromazine, 4 were 
slightly improved, 24 unimproved, and 2 were 
worse, 

It was then decided to compare the effects 
of azacyclonol with the results obtained with 


large doses of chlorpromazine in the same 
group of patients. The 60 patients, there- 
fore, had all medication discontinued for 1 
month. They were then treated with chlor- 
promazine alone in dosages ranging from 
200 to 1,400 mgs. a day. Their improvement 
at the end of 3 months was as follows: 5 
markedly improved, that is, either discharged 
or ready for discharge, 24 moderately im- 
proved, 19 slightly improved, and 12 unim- 
proved. 

From this study we conclude that aza- 
cyclonol either alone or in combination with 
small doses of reserpine or chlorpromazine 
is ineffective in the treatment of chronic 
schizophrenic patients. These same patients, 
when later treated with chlorpromazine alone 
in large doses, showed considerably greater 
improvement in their mental state. 
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CASE REPORTS 


DEATH OCCURRING DURING COMBINED RESERPINE- 
ELECTROSHOCK TREATMENT ' 


DR. S. BRACHA ano DR. J. PH. HES ? 
JERUSALEM, IsRABL 


In our experience reserpine appears to be 
a drug of strong sedative action and almost 
without toxic side-effects even when given in 
large doses, e.g., 30-40 mg. a day. However, 
Foster and Gayle(1) have reported dangers 
during combined treatment of reserpine and 
ECT. Their cases included one mortality ; 
and we would like to draw attention to a 
similar death observed by us during the 
above-mentioned combined treatment. 


A 36-year-old, Iraqi born, male had always suf- 
fered from feelings of insecurity, lack of self-con- 
fidence, and had various fears, e.g., ‘car of death, 
fear of his own shadow. In January 1955 he de- 
veloped depressive symptoms and received the fol- 
lowing treatment: intravenous injections of sodium- 
amytal and cardifortan (i.e. metrazol) and small 
amounts of Largactil. Because his condition did not 
improve, the patient was admitted to our hospital 
October 18, 1955. He received Largactil treatment 
for 30 days (maximal dosage, 300 mg. a day) with- 
out improvement. 

After an interval of 3 days the patient was started 
on reserpine 0.5 mg. orally twice a day. We in- 
creased the dosage gradually up to 15 mg. a day, 
which dosage the patient received for 11 days. As 
his condition still did not improve, we decided to 
introduce ECT. During the time he received his 
first 3 electroshock treatments, he was having 15 
mg. reserpine a day. After the third electrical treat- 
ment the patient suffered from cyanosis and re- 
started respiration only after electrostimulation. 
The reserpine was then reduced to 5 mg. a day. 
Two days later and an hour after receiving his 
5 mg. reserpine, the patient received his fourth ECT, 
following which he failed to restart respiration. 


1From the Talbich Psychiatric Hospital, affili- 
ated with Medical School of the Hebrew University- 
Hadassah. 

2 The authors are indebted to Dr. S. Davidson for 
helpful advice. 


He became increasingly cyanotic and died 90 minutes 
after the treatment, despite heroic measures in- 
cluding i.v. lobelin, intracardiac adrenalin, oxygen, 
artificial respiration, electrostimulation, and tra- 
cheotomy. 

Laboratory Findings at Admission.—ESR, 20-24 
mm (Westergreen) ; blood sugar, 108 mg % ; blood 
urea, 20 mg %; Kahn-VDRL, negative. 

Comment.—The immediate cause of death 
was respiratory failure. Unfortunately an 
autopsy was not permitted. 

In the case reported by Foster and Gayle 
no anatomical cause for the death could be 
found. However, they mention the fact that 
it has been found experimentally that acute 
lethal doses of reserpine in animals caused 
respiratory failure on a central basis. 

It is not known from examination of the 
literature if the action of reserpine is central 
inhibition of sympathetic function or central 
stimulation of parasympathetic function. 
However it is clear that the final effect of 
reserpine is to produce a state of parasympa- 
thetic overactivity and sympathetic inhibition. 
In the stress situation, e.g., CT in our case, 
owing to the presence of this sympathetic in- 
hibition, the organism is unable to adjust it- 
self through the medium of the sympathetic 
regulatory mechanism. As a result of this 
sympathetic-parasympathetic imbalance seri- 
ous complication or death may result. 
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The 112th Annual Meeting of The Ameri- 
can Psychiatric Association was held in Chi- 
cago, Illinois, at the Morrison Hotel, April 
30, through May 4, 1956. The official opening 
was held in the Chicago Civic Opera House 
on Monday, April 30, and was called to order 
by the President, Dr. R. Finley Gayle, Jr., 
at 9:30a.m. The invocation was given by the 
Reverend Gerald F. Burrill, Episcopal Dio- 
ceses, Chicago, followed by welcoming re- 
marks by Mayor Richard J. Daley. 

Dr. Gayle introduced President-Elect Dr. 
Francis J. Braceland, who responded briefly, 
thanking the membership for bestowing this 
great honor upon him. Dr. Gayle announced 
that the Building Fund drive had met and 
exceeded the original goal with the mem- 
bership contributing or pledging a total of 
$209,000, 

Dr. Daniel Blain, Medical Director, pre- 
sented his ninth annual report to the mem- 
bership in which he reviewed the activities 
and accomplishments of the Central Office 
during the past year. Dr. Addison M. Duval, 
retiring Speaker of the Assembly of District 
Branches, related the brief history of the As- 
sembly which was organized in 1953. He 
indicated that this arrangement brings more 
members into active participation in the 
Association, although approximately 1,000 
members are still not represented by District 
Branches. The Chairman of the Committee 
on Arrangements, Dr. Paul E. Nielson, pre- 
sented his report stating that the 21 members 
of his Committee had all contributed materi- 
ally to the planning for the Annual Meeting 
and that an information booklet for the ladies 
had been prepared by the Ladies’ Committee, 
Mrs. Hugh T. Carmichael, Chairman. The 
report of the Program Committee was given 
by the Chairman, Dr. Titus Harris, who 
pointed out several changes in the published 
program and noted that 116 scientific papers 
and 22 roundtables were scheduled. The 
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Secretary, Dr. William Malamud, reported 
the official membership statistics for the past 
year. As of March 31, 1956, the total mem- 
bership was 8,739. 

Upon recommendation by the Council at 
its fall meeting, the Secretary presented for 
acceptance by the membership 2 proposed 
new District Branches—Georgia and Central 
New York. By separate motions, duly ap- 
proved by the membership, both District 
Branches were accepted. The Secretary also 
announced the results of the mail ballot which 
approved an amendment to the Constitution 
whereby the election of members is to be held 
on the first or second day of the Annual 
Meeting instead of on the third day. The 
results were as follows: Total number of 
ballots, 3,489; favoring amendment, 3,446; 
opposing amendment, 33; rejects, 10. Dr. 
Jack R. Ewalt, Treasurer, presented his re- 
port which is included in another section of 
these Proceedings. The Secretary then in- 
troduced the recommendations of the Mem- 
bership Committee, as approved by the Coun- 
cil, regarding applications for election to 
membership and specific changes of member- 
ship status. The recommendations were ap- 
proved by the membership as presented. 
Thus, for the first time, the election of mem- 
bers was handled at the opening session in 
accordance with the new _ constitutional 
amendment. The acceptance of 646 new 
members of all classes brought the total mem- 
bership to 9,385. 

The next order of business was the Presi- 
dential Address, “Conflict and Cooperation 
Between Psychiatry and Religion,” by Dr. 
Gayle, in which he stated that no reason 
exists for conflict at the present time and 
these professional groups are ready to begin 
active cooperation. Dr. Braceland responded 
and indicated that the Presidential Addresses 
over the years have reflected the thinking of 
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the times. Rabbi Jacob J. Weinstein, K.A.M. 
Temple, Chicago, gave the benediction. 

On Monday evening, April 30, the First 
Annual Convocation Ceremony honoring 
newly elected Fellows was held at the Mor- 
rison Hotel. Dr. Braceland presented an ad- 
dress entitled “Dedicatio Medici,” which was 
very well received. Another feature of this 
program was the presentation of certificates 
to the retiring Councillors and Committee 
Chairmen and the awarding of scrolls, at the 
direction of the Council, to Dr. William Ter- 
hune, Chairman of the Ad Hoc Committee 
for the Building Fund and Mr. Robert L. 
Robinson, Public Information Officer, com- 
mending their efforts and leadership which 
culminated in the successful conclusion of the 
Building Fund Drive. 

The next business session for the member- 
ship was called to order by the President on 
Tuesday morning, May 1. Dr. Robert S. 
Garber, a member of the Board of Tellers for 
Election of Officers, presented a report of the 
election results. The total number of ballots 
mailed was 7,200; ballots returned, 4,393; 
ballots rejected, 18. The officers elected for 
1956-57 are as follows: Dr. Harry C. Solo- 
mon, President-Elect; Dr. William Mala- 
mud, Secretary; Dr. Jack R. Ewalt, Treas- 
urer; Incoming Councillors: Dr. Norman Q. 
Brill, Dr. Griffith McKerracher, and Dr. 
Howard P. Rome. The Secretary read a 
proposed amendment to the Constitution and 

$y-Laws which was recommended by the 
Council to provide for the establishment of 2 
new elected officers for the Association. They 
would be Vice-Presidents who would perform 
duties assigned by the President, serve for a 
I-year term, and would not necessarily in- 
volve succession to the Presidency by virtue 
of having held one of these positions. No 
action was necessary at that time. The pro- 
posal was published in the August issue 
JouRNAL and will appear on the next mail 
ballot later in the year. 

Dr. Kenneth E. Appel gave a report on the 
Joint Commission on Mental Illness and 
Health. Reports were also presented by the 
Coordinating Committee Chairmen who re- 
viewed the activities and plans for their re- 
spective Standing Committees : On the Tech- 
nical Aspects of Psychiatry, Dr. Frank J. 
Curran; On Professional Standards, Dr. 


Wilfred Bloomberg ; and On Community As- 
pects of Psychiatry, Dr. William C. Mennin- 
ger. This concluded the business session, and 
there was a brief recess which was followed 
by the Academic Lecture, “The Great Psy- 
chiatric Revolution,” by Dr. Percival Bailey, 
an Honarary Fellow of the APA. Dr. Bailey 
was introduced by Dr. Francis J. Gerty. 

At the business meeting on Wednesday 
morning, May 2, Dr. Gayle informed the 
membership that Dr. Louis Cholden of Bev- 
erly Hills, California, who was among those 
elected to Fellowship at the opening business 
session, had been fatally injured in an auto- 
mobile accident on his way to the airport to 
come to the Annual Meeting. He indicated 
that a Memorial Fund to provide financial 
assistance for the bereaved family was being 
set up by former colleagues and friends of the 
deceased. The Secretary reported the actions 
of the Council during the past year, and these 
actions were duly approved by the member- 
ship upon proper motion from the floor. 

The Annual Dinner was held on Wednes- 
day evening, May 2, in the Terrace Casino of 
the Morrison Hotel and was well attended. 
The highlight of the evening was the presen- 
tation of the prize awards. Dr. Jacob EF. 
Finesinger, Chairman of the Hofheimer Prize 
Board, presented the Hofheimer Prize to Dr. 
John Money, Dr. Joan Hampson, and Dr. 
John Hampson of Johns Hopkins Hospital in 
saltimore for their study of emotional devel- 
opment and psychosexual adjustment in chil- 
dren suffering from endocrine disorders, with 
specific reference to therapy. The Mental 
Hospital Achievement Award was presented 
by Dr. Winfred Overholser, Chief Consultant 
to the Mental Hospital Service. The Award 
went to the Veterans Administration Hos- 
pital at Fort Lyons, Colorado (Dr. Howard 
P. Morgan, Manager) for a comprehensive 
10-point reorganization of the entire hospital 
set-up with significant advances in staffing, 
training, and treatment. Honorable Men- 
tions were awarded to the Pownal State 
School in Maine (Dr. Peter Bowman, Super- 
intendent ) for success in convincing the legis- 
lature to provide for increased staff at all 
levels resulting in vast improvements in the 
over-all program ; and to the Indiana Village 
for Epileptics at New Castle (Dr. J. M. 
Mosier, Acting Superintendent) for its suc- 
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cess in getting increased appropriations for 
and the carrying out of a modern intensive 
treatment program in medicine, psychology, 
education, and social service. Dr. Frank J. 
Curran, Chairman of the Voard of the Isaac 
Ray Lectureship Award, presented the Lec- 
tureship to Dr. Philip Q. Roche of Philadel- 
phia, who was largely responsible for the 
“Pennsylvania Plan of Intramural Training 
in Penal Psychiatry.” As winner of this 
award, Dr. Roche will deliver a series of lec- 
tures at the University of Michigan on “Psy- 
chiatry, Communication and the Criminal 
Law.” A special commemorative scroll was 
presented to Dr, Clarence B. Farrar, Editor 
of the American Journal of Psychiatry, in 
recognition of his 25 years of service to psy- 
chiatry and The American Psychiatric Asso- 
ciation in that capacity. The presentation was 
made by Dr. John C. Whitehorn, following 
brief remarks by Dr. Earl D. Bond. The last 
award was the Past-President’s Medal, which 
was presented to Dr. R. Finley Gayle, Jr., by 
Dr. D. Ewen Cameron. 

The final business session was held on Fri- 

day morning, May 4, with Dr, Gayle presid- 
ing. Dr. Clifford L. Williams reported for 
the Committee on Resolutions. His report 
was approved by the membership and the 
complete text appears later in this report. 
The Secretary reported the actions of the 
Council at its meeting on May 3. Four pro- 
posed new District Branches were recom- 
mended by the Council—Florida Psychiatric 
Society, a District Branch of the APA; 
Minnesota Psychiatric Society, a District 
Branch of the APA; North Carolina Dis- 
trict Branch; and Texas District Branch— 
and each was approved by the membership 
on separate motions, Other recommendations 
of the Council which were approved on sepa- 
rate motions were a change of the Texas 
District Branch from Area Five to Area 
Three, and an amendment to Item 20 of the 
Procedural Code of the Assembly which 
was changed to read as follows: 
The Secretary of each District Branch will submit 
to the Recorder, prior to March first of each year, 
a certified list of members of the District Branch 
as of January first of that year. This list will deter- 
mine the voting quota in the Assembly. If a Branch 
fails to submit its list by March first, that Branch 
will be limited to one vote at the next Annual 
Meeting of the Assembly and at any Assembly 
Meeting prior thereto. 


A motion for approval of the Council’s ac- 
tions reported by the Secretary was favorably 
received by the membership. The Secretary 
also reported the following attendance at the 
Annual Meeting: 2,158 members, 600 wives, 
1,000 guests and 250 exhibitors. 

Dr. Gayle thanked the membership for 
their cooperation and assistance during his 
tenure as President and presented to Dr. 
sraceland the gavel signifying his assuming 
the Presidency. Dr. Braceland responded 
briefly, noting the growing size and com- 
plexity of the APA, and requested the sup- 
port of the various Committees and the mem- 
bership during the ensuing year. As there was 
no further business, the business session was 
adjourned. The 112th Annual Meeting was 
officially closed at 5:00 p.m. on May 4. 


RESOLUTIONS 


The following Resolutions were offered by 
Dr. Clifford L. Williams, a member of the 
Committee on Resolutions: 


Wuereas, The American Psychiatric Association 
has conducted its 112th Annual Meeting in the City 
of Chicago in 1956 

1. Now Therefore Be It Resolved, That The 
American Psychiatric Association express its ap- 
preciation to his Honor, Richard J. Daley, Mayor 
of Chicago, Illinois, for his cordial welcome to this 
Association. 

2. Be It Further Resolved, That the Association 
does hereby record its very real appreciation to its 
beloved President, R. Finley Gayle, Jr., for his able 
leadership by which he has guided the membership 
and the affairs of the Association throughout the 
past year and especially for is successful efforts to 
interpret to the membership and to the country at 
large, the Association’s programs and policies. 

3. Be It Further Resolved, That the Association 
expresses its thanks to the Officers, Members of 
the Council, Officers of Assembly, and to the Sec- 
tion and Committee Chairmen and Secretaries for 
the very able manner in which they have pursued 
their duties making possible the successful and 
smooth functioning of the Association throughout 
the year and particularly during the 112th Annual 
Meeting. 

4. Be It Further Resolved, That the Association 
acknowledges its great debt of gratitude to Dr. 
Daniel Blain and to Mr. Austin Davies for their 
very conscientious and untiring services on our 
behalf and to their loyal staffs whose labors ensure 
the perfect functioning of the Association’s business. 

5. Be It Further Resolved, That the Association 
again record its profound debt of gratitude to Dr. 
Clarence B. Farrar and for his most successful 
work as Editor of the American Journal of Psy- 
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chiatry and for his constant efforts to maintain the 
high ideals of the profession of psychiatry. 

6. Be It Further Resolved, That the Association 
hereby expresses its appreciation to the members of 
the Press, who over the year and especially at the 
Annual Meeting, have so well interpreted the aims, 
ideals, and accomplishments of our profession to 
the American people and to the world. 

7. Be It Further Resolved, That the Association 
extend its gratitude to the Committee on Arrange- 
ments and to its Chairman, Dr. Paul E. Nielson, 
and those associated with him, for the hospitality 
that we have experienced during our meeting in 
this city, the hospitality which has made our meet- 
ing pleasant and successful. 

8. Be It Further Resolved, That the Association 
hereby conveys its sincere appreciation to the 
Ladies Committee and to its Chairman, Mrs. Hugh 
T. Carmichael, and those associated with her, in 
providing entertainment for the wives of the mem- 
bers of the Association. We also wish to especially 
thank Dr. Rudolph Novak, Director, and Mr. 
Thomas Blakely, Secretary, Illinois Society for 
Mental Hygiene for supplying members of the So- 
ciety who have acted as ushers for the meeting. 

9. Be It Further Resolved, That the Association 
records its appreciation to Mr. John D. Grande, 
General Manager and Mr. W. Fred Puffer, Direc- 
tor of Sales of the Morrison Hotel for their success 
in providing for the comforts of the members and 
the facilitating of the meetings of the Council, As- 
sembly and Committees; and further we wish to 
express our appreciation to Mr. Chester A. Wil- 
kins, Executive Vice-President of the Chicago Con- 
vention and Visitors Bureau for supplying clerical 
assistance for registration. 

10. Be It Further Resolved, That the Association 


express its profound appreciation to Committee on 
Program, and especially to its Chairman, Dr. Titus 
Harris, who have provided a most interesting and 
informative program and particularly for the dis- 
tinguished foreign visitors who appeared on the 
program. 

11. Be It Further Resolved, That the gratitude 
of the Association also be expressed to the Budget 
Committee under the Chairmanship of Dr. Robert 
Felix for their careful budgeting of the funds of 
the Association. 

12. Be It Further Resolved, That the Association 
likewise expresses its sincere appreciation to the 
Committee on Public Information and to its Chair- 
man, Dr. Robert Morse, for their successful efforts 
to develop a better public understanding of psy- 
chiatry and the problems which it encounters and 
secks to overcome. 

13. Be It Further Resolved, That the Association 
records its profound appreciation for the monu- 
mental work which has been accomplished by Dr. 
William B. Terhune, Chairman of the Building 
Fund Committee and to those associated with him 
for their arduous and laborious task in bringing 
to a successful conclusion the work of this Com- 
mittee not only in achieving its goal but by going 
over the top. 

14. And Be It Further Resolved, That the Asso- 
ciation expresses its deep appreciation of the skill- 
ful, tireless efforts on the part of Mr. Robert L. 
Robinson, who worked so effectively with Dr. 
William B. Terhune in the successful Building 
Fund Mission; and who has consistently and diplo- 
matically worked with the Press in maintaining the 
high standards of public relations of the Associa- 
tion. 


“ALL MEN ARE BROTHERS” 


The Confucian saying, “Within the four seas all men are brothers,” 


simple and familiar 


as it is, is really amazing in more ways than one. Amazing, first of all, because it was 
uttered so early in history. Twenty-five millenia ago, the world was one of division, 
barbarism, and warfare. And yet Confucius (551-479 B. C.) made a statement on world 
brotherhood never surpassed in subsequent centuries in our ideals, not to say our conduct. 
Unless one is willing to include vague statements about the unity of the human race in 
early Hebrew and Indian literature, one has to concede that the Confucian aphorism is 
the earliest of its kind, at least as an explicit and definite expression. 


—Winc-Tsit CHAN, 
Contribution to “Great 
Expressions of Human Rights,” 1950 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE MAY 1955 TO MAY 1956 


This report presents in summary form the princi- 
pal actions of the Council and the Executive Com- 
mittee at meetings held throughout the year. Many 
routine matters, such as referrals to Committees 
prior to definitive action, are not included. Copies 
of the full minutes have been forwarded to the 
officers of each District Branch and Affiliate So- 
ciety following the various meetings to keep their 
members informed of the matters that were con- 
sidered and the action that resulted. 

Executive Committee Meetings, June 25-26 and 
September 10, 1955.—Approved the appointment to 
the Board of the Smith, Kline and French Founda- 
tion Fellowships Grant of Drs. Kenneth Appel 
(Chairman), Daniel Blain, Jacob Finesinger, David 
Young, Francis Gerty, Seymour Vestermark, 
Henry Brill, and Robert Heath. The Board was 
given full authority to administer the grant. De- 
cided that the establishment of a set policy on the 
reception and expenditure of grants or the establish- 
ment of a committee to deal with these matters 
would unnecessarily complicate the handling of the 
business of the Association. Set up an Ad Hoc 
Committee to deal with a proposed Sackler Me- 
morial. Continued the Ad Hoc Committee on 
Civilian Defense and requested its members to meet 
with the Standing Committee on National Defense 
to determine whether their respective operations 
could be combined under a single Standing Com- 
mittee. Continued the Ad Hoc Committee on 
Aging. Recommended a formal ceremony for the 
induction of Fellows at the next Annual Meeting 
and asked the Medical Director and his staff to 
work out the details. Directed the Secretary to 
express regret for a conflict of dates between the 
Annual Meetings of the APA and the New York 
State Medical Society and to indicate that any 
date the APA might select would inevitably pro- 
duce such conflicts. Directed that the Chairman of 
the Research Committee who is serving at the time 
of any Annual Meeting shall continue as the APA 
representative to the American Association for the 
Advancement of Science until December 31 of that 
year, whether or not he is reappointed as Chairman 
of the Research Committee. Directed the Secretary 
to reply to a letter from the Council for the Ad- 
vancement of Negroes in Science, which requested 
the APA to protest against the holding of the 1955 
meeting of the American Association for the Ad- 
vancement of Science in Atlanta, and to inform 
them that the APA has nothing to do with the ad- 
ministration of the AAAS. Received a letter from 
the New York City Commissioner of Health re- 
questing an opinion on the fluoridation of public 
water supplies and instructed the Medical Director 
to inform him that the matter is outside the APA’s 
field of competence. Accepted the document “Dis- 
aster Fatigue” prepared by the Ad Hoc Committee 
on Civilian Defense. Recognized the right of any 
District Branch, through its duly accredited officers, 


to state already authorized APA policy on any 
matter but directed that where no policies exist, 
District Branches should not undertake to act in 
the name of the APA. Adopted the Code of Pro- 
cedure for use in ethical matters recommended by 
the Committee on Ethics. Changed the name of 
the Committee on Home Affairs to that of House 
Committee and accepted 3 recommendations by the 
Committee: (1) That the House Committee be 
authorized to utilize such funds as may be neces- 
sary, chargeable to the Building Fund, for the pay- 
ment of consultants’ fees, such as architects, decora- 
tors, legal counsel, etc.; (2) that the Medical 
Director designate a member of his staff to serve as 
liaison and staff assistant to the Committee; (3) 
that the Medical Director, subject to the review 
and approval of the Committee, be authorized to 
sign contracts when the time comes to enter into 
contracts for making alterations in the building. 
Increased the Revolving Fund for publications to 
$25,000. This was merely a budgetary formality 
and involved no additional appropriation. Au- 
thorized the Board of the Isaac Ray Lectureship 
Awards to solicit funds in the name of the Asso- 
ciation to continue the Award beyond the termina- 
tion of the original grant. Directed the Secretary 
to write to Dr. Babcock, Superintendent, and Mr. 
Edwards, Chairman of the Board for Butler Hos- 
pital, offering any help in the power of the APA 
and directed that the Secretary of the Rhode Island 
Society for Mental Hygiene should be informed of 
these communications. Decided to pay the expenses 
of the Long Term Policies Commission from the 
Council Contingency Fund. Directed the Treasurer 
to survey the present financial accounting system of 
the APA and to develop a standard system. Ap- 
proved a request of the Editorial Board that the 
size of the JourNaAL be increased by 16 pages. Au- 
thorized an increase in the budget for the Assembly 
of District Branches for the fiscal year to a total 
of $3,000. Instructed the Secretary to send a letter 
of thanks to Mr. Leo Eagan of Syracuse, New 
York, for his assistance in arranging that the 
mortgage of the new Central Office Building might 
be paid off without penalty; and asked the Presi- 
dent to direct a letter of thanks to the President of 
the Home Insurance Company for this evidence of 
their belief in and service to psychiatry in America. 
Declined to join the District of Columbia Board of 
Trade since the APA's efforts are largely in the 
field of science and education and the policy has 
been to avoid becoming involved in such local ac- 
tivities. Reaffirmed the action taken by the Council 
in deciding not to proceed with a plan whereby 
lifetime membership dues might be prepaid in a 
lump payment. Directed that if the Pennsylvania 
District Branch requested assistance in the matter, 
the APA should go on record as supporting bill 
670 which was before the Pennsylvania legislature. 

Council Meeting, November 5-6, 1955.—Ap- 
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proved the foregoing actions of the Executive Com- 
mittee. Requested the President to send a telegram 
of congratulations on behalf of the APA to the 
National Association for Mental Health, which 
was meeting in Indianapolis, Indiana. Directed 
payment of the APA dues to the World Federation 
for Mental Health in the amount of 400 Swiss 
francs. Authorized the Treasurer to employ the 
Kirkbride firm as investment counsellors to the 
Association and directed that condolences of the 
APA be forwarded to the family of the late 
Franklin Kirkbride, whose death was reported by 
Dr. Ewalt. Mr. Kirkbride had been serving, with- 
out remuneration, as APA’s investment counsellor 
and the Chase National Bank recommended the 
firm as worthy of continued confidence. Heard re- 
ports from the officers, Medical Director, Executive 
Assistant, and most of the Committees. Endorsed 
in principle the incorporation of the APA in 
Canada and referred further action to the Executive 
Committee. Directed that the following details be 
incorporated into the Membership Directory: (1) 
That concerning the designation of subspecializa- 
tion, the new Directory should indicate only cer- 
tification by the American Board of Psychiatry and 
Neurology, certification by the Royal College of 
Physicians and Surgeons in Canada, and certifica- 
tion by the APA Committee on Certification of 
Mental Hospital Administrators; (2) that the new 
Directory should indicate the private practice of 
psychiatry; (3) that in the geographical listing, the 
Directory should include a single alphabetical list- 
ing of members for each community, and that for 
each hospital only the Director of the service should 
be listed; (4) that in the geographical section of 
the Directory the present order of listing for coun- 
tries should be retained. Approved a recommenda- 
tion by the Central Inspection Board that all ad- 
ministrative responsibilities of the CIB be assumed 
by the Medical Director. Directed that a letter of 
appreciation be sent to Dr. Ralph Chambers, who 
had retired from his position as Chief Inspector of 
the CIB, and expressed its appreciation to Dr. 
M. A. Tarumianz for his work as Chairman of 
the CIB and the progressive work it has done dur- 
ing his years as administrator. Received the final 
report of the Nursing Consultant, whose office had 
been discontinued, and expressed its deep apprecia- 
tion to Miss Ogilvie for her work and leadership 
during her period of service with the Association. 
Expressed appreciation to Mr. Werner Janney, who 
had resigned as Assistant to the Secretary. Ap- 
proved the statement of policies governing Divi- 
sional Meetings of the APA, prepared by the Policy 
Committee and the Ad Hoc Committee on Divi- 
sional Meetings. Recommended to the membership 
the establishment of the Georgia Psychiatric So- 
ciety, a District Branch of the APA, and the Cen- 
tral New York Psychiatric Society, a District 
Branch of the APA. Recommended to the member- 
ship the extension of the Massachusetts District 
3ranch to include APA members in Maine and 
New Hampshire. Directed the Secretary to inform 
the Massachusetts District Branch to proceed on 


their own initiative regarding their sponsorship of 
several radio programs on mental health. Set up 
an Ad Hoc Committee on Mental Deficiency. Ap- 
proved recommendations of the Veterans Committee 
that a letter be sent over the President’s signature 
to the Veterans Administration recommending that 
it be made possible for mental patients in VA hos- 
pitals to be returned to the community under treat- 
ment by the new drugs and that the regulations be 
changed to permit this instead of requiring that 
they remain in the hospitals or cease treatment ; 
and that a letter go from the President commend- 
ing the VA for setting up domiciliary care for 
many chronically bedfast patients who are cur- 
rently crowding the treatment center hospitals. Ap 
proved recommendations of the Veterans Committee 
for new Fellows at the Annual Meeting in 1956. 
Authorized an amendment to the “Rules and Regu- 
lations—Information for Applicants of the Com- 
mittee on Certification of Mental Hospital Ad- 
ministrators of the APA” to cover cases of volun- 
tary deferment by the applicants of scheduled 
examinations. Authorized additional expenditure of 
$6,600 for the operation of the Mail Pouch through 
the fiscal year. It was expected that additional 
income would balance this expenditure by the 
end of the year. Approved an appropriation of 
$3,350 for the Committee on Relations with Psy- 
chology through the fiscal year; directed that the 
administration of the activities of this Committee 
should be assigned to the Medical Director. Au- 
thorized the President to appoint a committee to 
meet with similar committees from the American 
Medical Association and the Council of State Gov- 
ernors to discuss shortages of personnel in hospitals 
and appropriated $1,000 to meet its expenses. Au- 
thorized the Committee on Medical Fducation to 
meet with representatives of the Board of Profes- 
sional Standards of the American Psychoanalytic 
Association to consider psychoanalytic training dur- 
ing the residency period. Authorized the Committee 
on Public Health to approach the Mental Health 
Section of the American Public Health Association 
relative to sponsoring jointly a roundtable on “The 
Relationship of Certain Infectious Diseases to Men- 
tal Deficiency” to be held at the 1956 meeting of 
the APHA. Authorized the Committee on Re- 
search to endorse a project concerned with machine 
documentation and abstraction of psychiatric litera- 
ture and to serve as consultants to this project at 
no cost to the APA. Commended the Committee 
on Research for its work in continuing and foster- 
ing the Regional Research Conferences and ex- 
pressed hope that the Conferences might be given 
wider application. Approved a recommendation by 
the Committee on Legal Aspects of Psychiatry sug 
gesting APA approval of a monograph prepared 
by the American League against Epilepsy and the 
American Academy of Neurology which advocates 
removal of some of the mandatory stigmata relat- 
ing to epilepsy which result in restriction of the 
right to drive or to marry. Approved a request by 
the Committee on Relations with Psychology to 
approach and meet with the Council on Mental 
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Health of the American Medical Association seek- 
ing further definition of policy concerning relations 
with psychology and to discuss how best to keep 
professional groups at the state and local level ad- 
vised of this policy. Approved the following state- 
ment: “The American Psychiatric Association 
considers that the training and development of psy- 
chiatric aides as technical specialists within the 
nursing services of mental hospitals is most auspi- 
cious for the advancement of treatment and care of 
the mentally ill, but considers that the formulation 
of legislation to govern the qualifications, training 
standards, and practices of psychiatric aides should 
be deferred until this area within the general field 
of nursing has been more fully defined.” Au- 
thorized the Treasurer to pay expenses up to $1,100 
to implement the program for the 1956 Annual 
Meeting. Endorsed the Second Congress of the 
World Confederation for Physical Therapy sched- 
uled on June 17-23, 1956, in New York City with 
the American Physical Therapy Association as 
host. Disapproved a request for the establishment 
of a Section on Carbon Dioxide Therapy. 
Executive Committee Meetings, January 7, Feb- 
ruary 18, and April 7, 1956.—Acted on recommenda- 
tions by the Long Term Policy Commission as foi- 
lows: (1) Directed that the present policy of a 
broad-based membership should be continued, that 
it is desirable in pursuit of this that the present 
policy of admission to membership of psychiatrists 
at an early date in their career should be fostered 
and that the membership should include psychia- 
trists having as wide a range of interests as possi- 
ble; (2) accepted in principle the establishment of 
branch offices in selected areas to carry out suitable 
aspects of the Association’s work and referred the 
matter to the Assembly for discussion and to the 
Medical Director for exploration of possible costs 
and organizational problems; (3) directed that the 
regulating of districting for District Branches 
should be referred in the first instance to the Assem- 
bly ; (4) referred to the Medical Director the matter 
of altering District Branches, Affiliate Societies, and 
membership at large of difficult administrative, medi- 
cal and political situations which may arise from 
time to time and of the assistance that can be ob- 
tained from the Central Office; (5) indicated that in 
its opinion the »resent number of Councillors should 
be retained in accordance with the Long Term Policy 
Commission suggestion that the present number of 
Councillors seems to be the most effective from the 
point of view of discussion and action; (6) directed 
that the present system of electing Councillors with- 
out subdivision of the elective area should be main- 
tained; (7) disapproved a suggestion that no Fel- 
low should be elected to the same office for more 
than three (3) consecutive years; (8) concurred 
with the suggestion that the constitutional require- 
ment that a Fellow not be re-elected to Council for 
a period of 3 years after the termination of his first 
period of service on Council was a sufficient pro- 
tection. Approved the establishment of a Sackler 
Award in Physiological Psychiatry and directed the 
appointment of a committee to administer the de- 


tails. Approved a Sackler Memorial Corner in the 
Association’s new library. Approved Standards re- 
lating to Mental Deficiency prepared by the Com- 
mittee on Standards and Policies of Hospitals and 
Clinics. Approved in principle the endorsement of 
the television program “Out of Darkness” subject to 
the continuing supervision and approval of the 
Public Information Committee and gave the Com- 
mittee full authority to withdraw approval at any 
time. Directed that the ballot go forward with 5 
nominations for Councillor following the death of 
Dr. Crawford Baganz. Approved a budget change 
to increase the current budget by one-fourth of 
each grant received from the Lasker Foundation 
and the Public Health Service for the State Survey 
Office and Architectural Study Project respectively. 
Authorized the Medical Director to hire an assist- 
ant at any time with funds received from the 
Lasker Foundation. Designated October 25-28 as 
the date for the fall meetings of Council and Com- 
mittees to be held in Washington, D. C., and 
directed the Medical Director’s office to make ap- 
propriate hotel arrangements with the provision 
that cocktails for luncheon meetings not be served 
at APA expense. Authorized the Chairman of the 
Committee on Psychiatric Social Work to repre- 
sent the APA on the Research Advisory Commis- 
sion being set up by the Section on Psychiatric So- 
cial Work of the National Association of Social 
Workers. Directed the Medical Director to consult 
with the sources of funds originally made available to 
establish the Joint Commission on Mental Illness and 
Health to find out whether the balance should be 
returned or can be used for other purposes. Di- 
rected that a special committee be established to 
work on the problem of the Veterans Administra- 
tion regulation which prohibits compensation to its 
personnel for work outside the VA. Selected Dr. 
Francis J. Braceland, President-Elect, as the Con- 
vocation Ceremony Speaker at the 1956 Annual 
Meeting. Approved the scheduling of a Divisional 
Meeting in Montreal in 1956 or 1957. Authorized 
the Treasurer to sell stocks given privately to the 
Association to defray the expenses of the lecturer 
invited to the 1955 Annual Meeting and to apply 
the cash for this purpose. Authorized the Treas- 
urer to use $3,400 from Association funds to pay 
expenses of the Joint Commission on Mental Illness 
and Health until the Federal funds are available, 
at which time the entire amount would be returned 
to the APA. Authorized the use of facsimile sig- 
natures by check writing machine on APA checks. 
Requested the Editor of the JourRNAL to prepare an 
editorial comment which would suitably reflect the 
gratitude of the APA for his service over the years 
when the Executive Assistant has rounded out 25 
years of service to the APA. Requested the Presi- 
dent to appoint a committee of APA staff members 
to develop plans for publication of a new bio- 
graphical directory and directed that the same com- 
mittee should also be responsible for the prepara- 
tion of plans for the Membership Directory. Ap- 
proved a statement on certification of psychologists 
in New York State which was prepared by a spe- 
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cial committee and directed that the statement be 
submitted to Dr. Matthew Brody of New York in 
support of his position regarding proposed legisla- 
tion on the matter and that information copies 
should be sent to the New York State Mental Hy- 
giene Commissioner, the New York State Medical 
Society, and the New York Mental Hygiene So- 
ciety. Approved the request of the National 
Academy of Religion and Mental Health to use the 
APA mailing list. Authorized the scheduling of a 
Western Divisional Meeting in Los Angeles in the 
fall of 1957, provided the date does not conflict with 
any formal APA meeting, i.e., Mental Hospital 
Institute, Council and Committee meetings. Ap- 
proved in principle the holding of a 1- or 2-day 
meeting in Honolulu subsequent to the 1958 Annual 
Meeting in San Francisco, provided the supple- 
mental meeting is developed by the Society of 
Neurology and Psychiatry of Hawaii in collabora- 
tion with the APA Program Committee and ar- 
rangements are completed without expense to the 
APA. Authorized the President to prepare a letter 
to the Surgeon General of the Public Health Serv- 
ice indicating APA support of the National Insti- 
tute of Mental Healtii and the Institute’s proposal 
to make funds available for research, experimenta- 
tion, and demonstration in the development of 
extra-hospital facilities for the mentally ill. Au- 
thorized the Medical Director to testify in support 
of a proposal for Federal financing of laboratory 
research and facilities. Recommended the nomina- 
tion of the Chairman of the Committee on Medical 
Rehabilitation to represent the APA on the Ad- 
visory Committee on Physical Therapy Education 
to the Council on Medical Education and Hospitals 
of the AMA. Authorized the formation of a Stand- 
ing Committee on Aging. Directed that a complete 
study of the APA Committee structure be under- 
taken by the Commission on Long Term Policies. 
Directed that the policy whereby all grants to the 
APA must be referred to the Council for considera- 
tion of the conditions and ultimate acceptance or 
rejection should be extended to include all gifts, 
donations, and bequests. Authorized the Committee 
on Public Information and the Medical Director to 
cancel the television contract with the Hal Roach 
Studios if such action is considered feasible. Meet- 
ing in Executive Session, appointed Dr. D. Ewen 
Cameron as Liaison Officer between the Council 
and the Medical Director’s office succeeding the 
Secretary who had been serving in that capacity. 
Authorized a testimonial edition of the JourNnaL 
during the next year honoring Dr. Clarence B. 
Farrar and directed that a scroll be presented to 
him at the 1956 Annual Meeting Banquet com- 
memorating his 25 years as Editor. Authorized the 
dissemination of copies of the New York State 
legislation on certification of psychologists through 
the Mail Pouch. 

Council Meetings, April 28-29 and May 3, 1956. 
—Approved the foregoing actions of the Executive 
Committee. Heard reports from the officers, Medi- 
cal Director, Executive Assistant, and most of the 
Committees. Assigned the Committee on Aging to 


the Coordinating Committee on Technical Aspects 
of Psychiatry. Approved a statement prepared by 
the Committee on Constitution and By-Laws re- 
garding the establishment of 2 new APA officers 
(Vice-Presidents). This proposal was originally 
presented by the Nominating Committee and fa- 
vorably considered by the Long Term Policy Com- 
mission. Council also directed that the necessary 
action be taken to present the matter to the mem- 
bership on the next mail ballot as a proposed con- 
stitutional amendment. Directed that applicants 
for membership who were designated by the Mem- 
bership Committee as special deferments because 
they are graduates of foreign medical schools not 
approved by the AMA, although otherwise accepta- 
ble, and an additional applicant for reasons other 
than stated, should be added to the list to be sub- 
mitted to the membership for approval. Disap- 
proved a recommendation by the Membership Com- 
mittee that a foreign citizen not be considered a 
resident of North America until he has officially 
declared his intention to become a citizen of one of 
the countries comprising North America and has 
lived in that country for a period of 1 year. Dis- 
approved a recommendation by the Membership 
Committee that licensure be one of the require- 
ments for membership. Authorized an extension of 
the Information Service on a tI-year trial basis 
financed by funds available in the State Survey 
Office budget. Approved a brochure on the organi- 
zation and function of District Branches. Au- 
thorized the President to fix the expiration date for 
new Committee appointments, when such action is 
in accord with constitutional requirements, in order 
to set up and continue a regular and proportionate 
schedule for retirements. Nominated Dr. William 
Malamud for reappointment to the American Board 
of Psychiatry and Neurology. Directed that appro- 
priate scrolls be presented to Dr. William Terhune 
and Mr. Robert L. Robinson at the 1956 Annual 
Meeting in recognition of their efforts on behalf 
of the Building Fund Drive. Authorized the forma- 
tion of a high-level liaison committee with the 
American Hospital Association, on an informal 
basis, to be composed partially of APA staff and 
partially of members of the Council. Empowered 
the Medical Director to continue negotiations with 
the Joint Commission of Accreditation of Hospitals 
concerning the respective roles of the Commission 
and the APA in the inspection and rating of mental 
hospitals. Authorized the Central Office to handle 
all preliminary correspondence in ethical matters 
with assistance by the Ethics Committee when nec- 
essary. Directed that the names of members 
dropped from the rolls by action of the Council 
should not be published in the Journat and di- 
rected that the Order of Procedure be amended to 
implement this action. Approved the recommenda- 
tions of the Committee on Public Information for 
the establishment of a policy for the acceptance of 
funds for annual awards, memorials, and lectures. 
This included the establishment of a Standing Com- 
mittee on Awards, Memorials, and Lectures com- 
prised of the Treasurer, Chairman of the Budget 
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Committee, Chairman of an appropriate Standing 
Committee, the Medical Director, and Chairman of 
the Public Information Committee. The Committee 
will study each new proposal and report its recom- 
mendations to the Council or Executive Committee. 
Rejected a proposal from a pharmaceutical firm to 
subsidize an APA insert on psychiatry, which 
would have been designed for the general practi- 
tioner, in the Journal of the American Medical As- 
sociation. Authorized the publication of a Spanish 
edition of the Newsletter on a 1-year trial basis and 
appropriated $1,500 to finance the operation. Au- 
thorized the formation of an Ad Hoc Committee 
for Liaison with the American Academy of Gen- 
eral Practice. Supported a proposal by the Ameri- 
can Association for the Advancement of Science to 
assess each AAAS Councillor 25 dollars to defray 
expenses of Councillors who are not reimbursed by 
their own organization. Nominated Dr. Titus Har- 
ris for membership on the Editorial Board of the 
JouURNAL. Recommended to the membership the ex- 
tension of the Massachusetts District Branch to in- 
clude members in Vermont and a change of the 
name to Northern New England District Branch. 
RKecommended to the membership the establishment 
of the Florida Psychiatric Society, a District 
Branch of the APA; Minnesota Psychiatric So- 
ciety, a District Branch of the APA; North Caro- 
lina District Branch; and Texas District Branch. 
Approved an amendment to the constitution of the 
Virginia District Branch to admit “Affiliates” to 
membership with no voice or vote in the Branch. 
Recommended to the membership a change in the 
name of the Virginia District Branch to the Neuro- 
psychiatric Society of Virginia, a District Branch 
of the APA. Approved a change in District 
Branch areas so that the Texas District Branch be- 
comes a part of Area Three instead of Area Five. 
Approved a revision of Item 20 of the Procedural 
Code covering the date, which was changed to 
March 1, for submission of a certified list of Dis- 
trict Branch members to determine the voting 
quota in the Assembly. Suggested that the Presi- 
dent write to the Surgeon General of the Public 
Health Service commending the work of Dr. Sey- 
mour Vestermark of the National Institute of Men- 
tal Health in the field of medical education. Di- 
rected that all expenses incurred by Committee 
members, pro rated expenses, or staff and office 
expenses that are to be charged against a Coordi- 
nating Committee budget should have the approval 
of the appropriate Coordinating Committee Chair- 
man before they are eligible for payment. Au- 
thorized the APA to be an official sponsor of an 
exhibit on the historical development of research in 
schizophrenia in America at the International Psy- 
chiatric Congress in Zurich, Switzerland, in Sep- 
tember 1957 at no expense to the APA. Changed the 


name of the Committee on Medical Rehabilitation to 
that of the Committee on Rehabilitation. Suggested 
that the President appoint a special committee au- 
thorized to prepare a statement on drug addiction for 
submission to the appropriate officials at the proper 
time. Elected the incoming President, Dr. Francis J. 
Braceland, as Moderator. Elected Dr. R. Finley 
Gayle, Jr., and Dr. George N. Raines to membership 
on the Executive Committee. Authorized the Com- 
mittee on Psychiatric Social Work and the Medical 
Director to make the necessary representation to the 
U. S. Civil Service Commission to effect postpone- 
ment of publication of the manual “Clinical Social 
Workers” and authorized representatives of this 
Committee to assist in the revision of the manual. 
Announced APA opposition to the Bolton Bill (HJR 
485) which would create a commission to undertake 
a long-term study of nursing, and recommended fur- 
ther exploration of the matter to devise a more 
desirable approach. Commended the Medical Direc- 
tor for his work during the past year. Approved a 
budget for the Coordinating Committee on Techni- 
cal Aspects of Psychiatry in the same amount as 
for the past fiscal year despite an anticipated in- 
crease in expenses but suggested that favorable 
consideration be given to a supplemental budget if 
it is needed. This Coordinating Committee finished 
the fiscal year with a balance on hand. Approved a 
$500 budget for the Ad Hoc Committee for Liaison 
with the American Academy of General Practice. 
Approved in principle the personnel policy drawn 
up by the Ad Hoc Committee on Personnel Prac- 
tices and directed that necessary revisions be made 
by the Medical Director and Treasurer so that 
appropriate matters can be implemented by the 
Budget Committee at its fall meeting. Accepted a 
gift of $250 from the Committee on Cooperation with 
Leisure Time Agencies and directed that the money 
be added to the Committee’s budget. Authorized 
the formation of an Ad Hoc Committee on Mental 
Hospitals. Approved the recommendations of the 
incoming President for appointments to the Mem- 
bership Committee. Continued the Ad Hoc Com- 
mittees on Civil Defense, Increasing Responsibili- 
ties of the APA, and Education in Public Hospitals 
in Liaison with the American Psychoanalytic Asso- 
ciation. Authorized the formation of an Ad Hoc 
Committee on Relations between Psychiatry and 
Religion. Authorized the incoming President, in 
consultation with the Medical Director and the 
Chief Consultant to the Mental Hospital Service, to 
set up a policy of rotation, and the order of rota- 
tion, for MHS Consultants. Recommended that Dr. 
Gayle, who was President during the Annual Meet- 
ing, discuss the matter of the Academic Lecture 
with the Editor of the JourNAL and inform him 
that the Council would be unhappy to have the in- 
accurate statements in this lecture go unrebutted. 
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TREASURER’S REPORT: AMERICAN PSYCHIATRIC ASSOCIATION 
Monday, April 30, 1956 


The year has been marked by further expansion 
of the activities of the Association with the expan- 
sion borne almost entirely by various grants and 
by increased income from sources other than dues. 
During the year we purchased the building and 
thanks to the generosity of the members had suffi- 
cient funds to pay cash for it. Because of the excel- 
lent activities of your Building Fund Committee, par- 
ticularly Bill Terhune, the mortgage existing against 
the building at the time of purchase was also paid off 
without penalty. For this the Association should 
thank Dr. Terhune and the Insurance Company. 
With continued generosity of the members and 
with the payment of pledges we hope to have 
enough money to renovate the building in keeping 
with building code requirements and to furnish and 


decorate it appropriately to the importance and 
dignity of the Association. 

In summary figures the total income for the year 
was $595,529.40. Total expenditures were $551,472.10 
or an excess of income of $44,057.30 over our ex- 
penses. This apparent favorable balance is due 
almost entirely to the receipt of a grant to the 
State Mental Health Survey Fund and to better 
than expected income into this account. Advertis- 
ing of the Journal and of the Mental Hospital 
Service publication also showed gratifying in- 
creases during this year. The Central Inspection 
toard lost much less than was expected because of 
substantial increase in revenues and sharp limitation 
of expenditures over those budgeted. 


CONSOLIDATED FUND BALANCE SHEET 


General Fund: 

Cash in banks: 
Checking accounts 
Custodian accounts 
Savings banks 


Petty cash 


Marketable securities—At cost (Market value $112,660.25) 


Deduct 
Bond Strecker Appel—Annual Award 


Conference on Inpatient Psychiatric Treatment for Children 


Hospital Architecture Study Account 

Joint Commission Account (To be reimbursed) 
Public Relations Conference Project 

Regional Research Conference Project 


Restricted funds (separate funding of assets) : 


$106,922.42 
3,216.12 
35,703.33 $235,841.87 
741.25 
75,893.99 


$312,477.11 


Restricted funds included in above assets—Exhibit E: 


30,401.41 
54,452.13 
68.33 
2,543.91 
7,261.00 


97,090.12 


$215,386.99 


Committee on History of Psychiatry—Cash in banks: 


Checking account 
Savings Bank 


Hofheimer Prize Fund: 
Cash in savings banks 
United States Savings 

$20,600.00 ) 


Bonds—Series 


Sackler Memorial Fund—Cash in savings bank 


Smith, Kline and French—Fellowship Fund—Cash in savings banks 


6,793.38 


$ 7,344.13 


$ 3,110.73 


F—At redemption value (Maturity value— 


17,201.00 
$ 20,311.73 
$ 6,078.27 
$ 27,867.42 
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LIABILITIES AND SURPLUS 
General Fund: 
pe General Fund Surplus—Exhibit B: 
‘a State Mental Health Survey end Contract Survey—Lasker Grant— 
Hospital Architecture Study Account—Reserve Fund ....... 3,857.80 
Mental Ficepital Service and 2,298.09 
Committee on Certification of Mental Hospital Administrators ......... 4,771.84 


Restricted funds (separate funding of assets) : 
Committee on History of Psychiatry: 


7 Hofheimer Prize Fund: 

Sackler Memorial Fund: 

Amount contributed during current fiscal year... $ 6,000.00 


Smith, Kline and French—Fellowship Fund: 


$ 30,000.00 


4 * This is the balance payable on an award of the and in raising money through grants and other ac- 
a Smith, Kline and French Fellowship Fund for which _ tivities. Since we have acquired a building through 
2 cash was transferred from such Fund to the General _ the generosity of the members, our net worth has, 
33 Fund. of course, increased substantially as the Association 

st In summary one can say that the expansion of now owns the building. As long as we can keep our 

3 the services of the Association have been made income at its current level the Association’s activi- 
a without further raids on the reserve, that these ex- _ ties remain on a firm basis. 

a pansions have been almost entirely due to the in- Jack R. Ewatt, M.D., 

. creased effort of your staff in rendering services Treasurer 
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AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The Ameri- 
can Psychiatric Association, the American Medical 
Association, and the American Neurological Asso- 
ciation, we are submitting the following account of 
the activities of the American Board of Psychiatry 
and Neurology, Inc., since the last report to the 
Associations by letter dated March 31, 1955. 

The Board consists at present of the following 
members : 


Appointed by the American Psychiatric Associa- 
tion: 


Dr. David A. Boyd, Jr., (term expires December 
1959) 

Dr. C. H. Hardin Branch (term expires Decem- 
ber 1958) 

Dr. Henry W. Brosin (term expires December 
1957) 

Dr. William Malamud (term expires December 
1956) 


Appointed by the American Neurological Associa- 
tion: 


Dr. Harvey Bartle, Jr., (term expires December 
1959) 

Dr. Knox H. Finley (term expires December 
1957) 

Dr. Francis M. Forster (term expires December 
1956) 

Dr. Paul I. Yakovlev (term expires December 


1958) 


Appointed by the American Medical Association: 


Dr. Russell N. DeJong (term expires December 
1958) 

Dr. Francis J. Gerty (term expires December 
1959) 

Dr. Frederick P. Moersch (term expires Decem- 
ber 1956) 

Dr. George N. Raines (term expires December 
1957) 


At the annual meeting of the Board in December 
1955, the following officers were elected: Dr. 
Frederick P. Moersch, president; Dr. George N. 
Raines, vice-president; Dr. David A. Boyd, Jr., 
secretary-treasurer. 

When the Board met in San Francisco, Cali- 
fornia, in October 1955, 208 candidates were ex- 
amined. Of this number, the Board certified 113 in 
Psychiatry, 6 in Neurology, and none in Neurology 
and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December 1955. At this time, 
257 candidates were examined by the Board. Of 
this number, 143 were certified in Psychiatry, 18 in 
Neurology, and none in Neurology and Psychiatry. 

Since its inception, the Board has received 7,817 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued by 
the Board to date is 5,478. Of this number, 4,159 are 
certified in Psychiatry, 354 in Neurology, and 965 
in Neurology and Psychiatry. 

Davin A. Boyp, Jr., M.D., 
Secretary-Treasurer 


CHOOSING A PRESIDENT 


The American President lately met 300 American editors and said that when he was 
Ambassador in England a very eminent member of the English Government said to him: 
“Really judging from your newspapers one would suppose that you Americans always 
select the most vile and profligate man to be your President.” To which President Bu- 
chanan replied that such a conclusion was natural, but the newspapers did not mean any- 


thing by it; it was only their way. 


—Hansarp, 1860 


PRESIDENT’S PAGE 


The membership of the Association soon 
will be polled by mail ballot, proposing to 
amend the constitution and provide for the 
annual election of two vice-presidents. It is 
proposed that these new officers shall enter 
upon office at the close of business of the 
annual meeting at which their elections are 
announced, 

Having served a term as vice-president, 
the individual shall not, for one year there- 
after, be eligible to hold elected office as the 
word “office” is defined in Article 4 of the 
constitution. 

The background of this new departure is 
as follows: The proposal was made first 
by the Nominating Committee in 1955 and 
was submitted to Council at the November 
meeting. It was referred by Council to the 
Long Term Policies Commission and, after 
study by that body, returned to Council with 
the recommendation that these offices be es- 
tablished. The reasons put forth by the 
Nominating Committee and concurred in by 
the Commission were: First, as the Asso- 
ciation has expanded and markedly grown 
numerically, there has been consequent in- 
crease in the amount of work to be done. 
The demands made upon the president have 
increased to the point where they are almost 
overwhelming and some of the duties re- 
quired of him might well be delegated to 
vice-presidents. Among these duties are 
those of representing the Association at im- 
portant meetings, conferences, hearings, and 
forums, to say nothing of numerous speak- 
ing engagements and attendance at various 


committee and Divisional meetings. Sec- 
ondly, these positions would furnish a means 
of honoring distinguished men who have 
made important contributions to the Asso- 
ciation and to the field of psychiatry. 

It was not the intention of any of the de- 
liberating groups that vice-presidency should 
come to be a prerequisite for, or preliminary 
to, nomination for the presidency. It might 
well be that a vice-president at some later 
date might be nominated for the presidency, 
but it was not intended that he would be 
automatically nominated as president-elect, 
nor indeed was it thought desirable, since 
this would defeat the purpose of the pro- 
posal, namely that the positions should serve 
to honor additional members who have 
served the Association and the specialty with 
distinction. An important by-product of such 
elections, although neither of the proposing 
bodies emphasized it, would be that the ad- 
dition of these two voting officers would 
serve to broaden representation in Council. 

Also, a new section would need to be 
added to Article 6 of the constitution, pro- 
viding for the advent of a simultaneous 
vacancy in the offices of president and presi- 
dent-elect. In that case the Council would 
name an acting president to serve until the 
close of business at the next annual meeting. 

The Association is destined to grow even 
larger, and greater, and careful planning is 
the order of the day. Its offices now, honor- 
able as they are, are sometimes heavy 
burdens. 

Francis J. BRACELAND, M. D. 
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COMMENT 


MENTAL HOSPITAL ACCREDITATION 


The struggle that the Central Inspection 
Board has had for the past eight years to do 
an adequate job inspecting mental hospitals 
is well known in psychiatric circles. One of 
the main deficiencies found in the hospitals 
inspected, “understaffing,” applied equally 
well to the Central Inspection Board. Cover- 
ing the United States and Canada thus be- 
came a Herculean task for Doctor Ralph M. 
Chambers who worked alone until December 
1952 when Dr. Frederick L. McDaniel was 
added to the staff. 

With three inspectors now devoting full 
time to inspections, wider vistas are opening 
up and the program is moving ahead. 
Whereas only state and provincial hospitals 
had previously been included in the program, 
starting last spring, Veterans Administration 
and private psychiatric hospitals are now be- 
ing inspected. With the recent publication of 
standards for schools and hospitals for the 
mentally defective, another facet in this im- 
portant work is being planned. 

Reinspection of Approved Hospitals 
should be done every three years and rein- 
spection of hospitals Approved Conditionally 
may be done anytime after one year when the 
hospital feels that sufficient improvements 
have been made for the hospital to be fully 
Approved. No reinspections, with the excep- 
tion of two, have been made because the 
initial inspection of hospitals seemed to be 
more important, and with the small staff it 
was impossible to do both. 

The inspection and rating of hospitals is 
not an end in itself, but the purpose is to as- 
sist in raising the standards of care and treat- 
ment of patients in the mental hospitals of 
the United States and Canada. The fact that 
more hospitals now being inspected are Con- 
ditionally Approved or have ratings which 
just miss such approval leads one to believe 
that hospitals are becoming more cognizant 
of the public demands for improvements. 
This has occurred without any lowering of 
the standards to be met. In fact, a few ad- 
ditional requirements have been added. 


To date 138 hospitals have been inspected, 
10 have been fully Approved, 34 have been 
Conditionally Approved, 84 were not Ap- 
proved, and 10 have not yet been rated. Al- 
ready contracted and awaiting inspection are 
18 state hospitals, 3 Veterans Administra- 
tion hospitals, and 53 private hospitals. In 
addition a number of schools and hospitals 
for the mentally defective have requested in- 
spection, and a number of state and private 
hospitals have made inquiries and will prob- 
ably make application for inspection in the 
near future. 

Careful inspections and detailed reports of 
the findings in each hospital take consider- 
able time and at least two more full time in- 
spectors are needed urgently if the work is 
to be expanded without too much delay (See 
notice page 276). Some of the private hospi- 
tals have been requesting inspection for over 
three years and it is frustrating to both the 
hospital and the Board that they have had 
to wait and are still waiting. 

The rating of hospitals is based on stand- 
ards set up by the Committee on Standards 
for Hospitals and Clinics of The American 
Psychiatric Association and by the Central 
Inspection Board. Surgical services, clinical 
laboratories and a few other departments are 
rated on standards originally formulated by 
the American College of Surgeons and ac- 
cepted by the Joint Commission on Accredi- 
tation of Hospitals. 

An agreement, entered into with the Amer- 
ican College of Surgeons shortly after the 
Central Inspection Board was established 
and later accepted by the Joint Commission 
on Accreditation of Hospitals, provides that 
inspection of all mental hospitals with the 
exception of psychiatric units of general hos- 
pitals, shall be done by the Central Inspec- 
tion Board and that American College of 
Surgeons standards for the departments 
mentioned above shall be used. On the other 
hand psychiatric units in general hospitals 
which are inspected by the Joint Commission 
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are evaluated according to American Psychi- 
atric Association standards. 

When the form of the inspector’s report 
was decided upon, namely, to give factual 
data on the numerous departments in a hos- 
pital along with recommendations for these 
departments, it was not known just how 
valuable these reports would be beyond being 
the basis on which the accreditation of the 
hospital could be made. After almost eight 
years the Central Inspection Board is grati- 
fied that these reports have, in a number of 
cases, been made available to members of 
the legislature as well as details given to 
the general public via the press. Not only 
superintendents of hospitals, but commis- 
sioners of the various states tell us that the 
reports are not valuable merely for the 
period of a year, but have a continuing value 
until the majority of the recommendations 
are met. The fact that tables showing the 
percentage of overcrowding by ward and 
building, and personnel quotas with the per- 
centage of persons employed at the time, are 
also included in the reports gives them an 
added value to those responsible for formu- 
lating budgets for the coming years. 

All reports are reviewed by members of 
the Board before they are sent to the state 
or hospital. Hospitals are rated by the Ex- 


ecutive Committee of the Central Inspection 
Board and a representative of the Joint Com- 
mission. After the ratings are approved by 
both the Central Inspection Board and the 
Joint Commission on Accreditation of Hos- 
pitals, a letter is sent to the hospital stating 
just how it has been accredited: Approved ; 
Approved Conditionally ; or Not Approved. 
All hospitals Approved or Approved Condi- 
tionally are listed along with the general hos- 
pitals in a publication of the Joint Commis- 
sion, and Approved Hospitals receive a 
certificate. 

In states where the reports have been 
given wide publicity an aroused public has 
assisted the superintendents and others in 
authority in the mental health field in getting 
appropriations to improve unsatisfactory 
conditions. Undoubtedly the public relations 
value of these reports, regardless of the hos- 
pital’s rating, has done much to help to im- 
prove the care and treatment of the mentally 
ill. With the present expanded program we 
hope that the work of the Central Inspection 
Board will be given even wider publicity, 
which will eventually benefit all mental 
health facilities. 

Cuares K. Busu, M. D., 
Chief Inspector 


INTERNATIONAL RELATIONS 


At the annual meetings of the American 
Psychiatric Association it is our privilege to 
welcome our foreign guests and to extend to 
them our hospitality. In this spirit the Com- 
mittee on International Relations, with the 
cordial support of the officers and staff of 
the Association, arranged, during the meet- 
ing in Chicago, an informal luncheon in honor 
of our visiting guests on Wednesday, May 2, 
1956. The luncheon was shared by some 55 
participants, representing, in part, 15 foreign 
lands. Among these are to be counted Peru, 
Norway, Indonesia, Australia, Sweden, Ja- 
pan, Switzerland, Mexico, Thailand, Chile, 
Latvia, and England. Sprinkled among our 
guests, but native to the Association, were 
visitors from Cuba, Hawaii, Panama, and 
several Canadian provinces. 

After the luncheon was served, President 


Gayle addressed the gathering expressing the 
Association’s pleasure in the presence of our 
foreign guests. 

The luncheon in honor of our guests from 
other lands was but one feature in the pro- 
gram of the Committee on International Rela- 
tions. Another, and one no less effective and 
gratifying, was the Symposium on Inter- 
national Psychiatry held on Monday after- 
noon, April 30, 1956. Russian, British and 
Continental, and American psychiatry were 
dealt with critically and descriptively by W. 
Horsley Gantt, Psychiatrist-in-Charge of the 
Pavlovian Laboratory of the Phipps Psychi- 
atric Clinic, Johns Hopkins University 
School of Medicine, by T. Ferguson Rodger, 
Professor of Psychological Medicine at the 
Southern General Hospital, University of 
Glasgow, Scotland, and by John C. White- 
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horn, Professor of Psychiatry at the Johns 
Hopkins Medical School. D. Ewen Cameron, 
Director of the Allan Memorial Institute of 
Psychiatry in Montreal, Canada, initiated the 
discussion that followed. The Symposium 
was attended by a large and attentive audi- 
ence numbering well above 1,000. 

The Committee had negotiated with the 
Russian Academy of Psychiatry at Moscow 
for the participation of officially delegated 
representatives, and had been led to believe 
that its invitation had been received with 
favor. Unfortunately we were advised to the 
contrary 2 weeks or so before the meeting. 
Professor W. Horsley Gantt, who had worked 
with Pavlov, and who is competently in- 
formed on Russian psychiatry, graciously 
“filled in” for our missing guests, and did a 
most creditable job. The Committee, it 


ECSTATIC EXALTATION 
No definition of this state can equal that given by St. Theresa of her own feelings. By 


should be reported, is currently in communi- 
cation with the Moscow Academy in the en- 
deavor to have Russian participants among 
the contributors at the 1957 annual meeting 
in Chicago. Lest, however, the impression be 
given that the Committee is primarily ori- 
ented toward our Soviet confréres, it needs 
be mentioned that the Committee is sharing 
in the plans for a Southern Regional Meet- 
ing, at which the focus will be on Latin 
American psychiatry, and also is formulating 
plans for the translation into English and the 
publication under the aegis of The American 
Psychiatric Association, of noteworthy and 
significant psychiatric works originally issued 
in foreign languages. 
Iaco GALDSTON, 
Chairman, Committee on 
International Relations 


prayer she had attained what she calls a “celestial quietude—a state of union, rapture, 
and ecstacy. I had experienced a sort of sleep of all the faculties of the soul—intellect, 
memory, and volition; during which, though they were but slumbering, they had no con- 


ception of their mode of operation. 


It was a voluptuous sensation, such as one might 


experience when expiring in rapture in the bosom of our God. The soul is unconscious 
of its actions; she (the soul) knows not if she speaks or if she remains silent, if she laughs 
or if she cries. It is, in short, a blessed extravagance, a celestial madness, in which she 
attains in the knowledge of true wisdom an inconceivable consolation. She is on the point 
of merging into a state of languor, breathiess, exhausted, the slightest motion, even of 
tne hands, is unutterably difficult. The eyes are closed by a spontaneous movement; or 
if they remain open, the power of vision has fled. In vain they endeavour to read: they 
can distinguish letters, but are unable to class them into words. Speak to a person in 
this absorbed condition, no answer will be obtained; although endeavouring to speak, ut- 
terance is impossible. Deprived of all external faculties, those of the soul are increased, 
to enjoy glorious raptures when conversing with the Deity and surrounding angels.” These 
conversations the blessed St. Theresa relates; and she further states, that after having 
remained about an hour in this joyous trance, she recovered her usual senses, and found 
her eyes streaming in tears, as though they were weeping for the loss she had experienced 


in being restored to earthly relations. 


Now, with all due deference to St. Theresa, this state was neither more nor less than a 


hysteric condition. 


—J. G. Miturncen, M.D., 
(Curiosities of 
Medical Experience, 1837) 
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PsyCHIATRY, THE Press AND THE Pus- 
Lic.—A booklet report on the conference on 
special problems in communicating psychi- 
atric subject matter to the public, held at 
Swampscott, Massachusetts, June 24-26, 
1955, has been published by The American 
Psychiatric Association. The Swampscott 
conference under the co-chairmanship of Dr. 
Wilfred Bloomberg, of the A.P.A., Dr. Louis 
M. Lyons, Nieman Foundation for Journal- 
ism, and Arthur Snider, National Association 
of Science Writers, was attended by more 
than 50 leading psychiatrists and professional 
writers seriously concerned about the prob- 
lem of communicating accurate information 
regarding psychiatric treatments to the gen- 
eral public. The published report follows the 
conference program, considering first public 
attitudes to psychiatry, and following through 
with chapters on special characteristics of 
psychiatric subject matter, the difficulties en- 
countered when psychiatrist and journalist 
attempt to work together, a formulation of 
policy for psychiatrists to follow in dealing 
with the press, and the broader problems en- 
countered by psychiatrists in the field of 
public relations. 

This report was made possible by grants 
from the Ittleson Family Foundation, the Al- 
bert and Mary Lasker Foundation, the Divi- 
sion Fund, and the Harris Foundation. It 
may be obtained by writing the Public Infor- 
mation Office, American Psychiatric Associ- 
ation, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. Price: $1.00. 


EVALUATION OF INTERNAL MEDICINE IN 
Hospirais.—The American College of Sur- 
geons has been awarded a research grant of 
$43,000 for the period September 1, 1956, 
through August 31, 1957, by the Department 
of Health, Education, and Welfare of the 
Public Health Service, in furtherance of its 
project to evaluate internal medicine in hos- 
pitals, This project, “to establish a minimal 
standard of quality and efficiency of the prac- 
tice of internal medicine in hospitals,” was 
initiated in early 1956, by the College’s Com- 
mittee on Criteria for Hospital Accreditation, 
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under the chairmanship of Dr. Arthur R. 
Colwell, Sr., F.A.C.P., Chicago. 

The director of the study is Dr. Marion A. 
Blankenhorn, F.A.C.P., Cincinnati, who is 
devoting his full time to the project. A pilot 
study of approximately 100 representative 
hospitals is being conducted by observing 
practice methods with particular reference to 
internal medicine. Twenty or more mature 
and responsible physicians are being sent to 
selected sites for this purpose. 


Dr. Guy Payne.—Died July 1, 1956, at 
his home in Canear, N. Y., aged 78 years. 

Dr. Payne was a graduate of Bellevue 
Medical College, New York; he joined the 
Essex County (N. J.) Hospital staff in 1902 
and was appointed superintendent and medi- 
cal director in 1910, retiring from that posi- 
tion in 1947. 

During World War I he served with dis- 
tinction as captain in the Army Medical 
Corps. He served as president of the New 
Jersey Psychiatric Association and of the 
New Jersey Hospital Association. He was a 
member of the American Medical Associa- 
tion. 

Dr. Payne was a diplomate of the Ameri- 
can Board of Psychiatry and Neurology and 
a Life Fellow of The American Psychiatric 
Association, having joined the Association in 
1912. 


Ruo Pi Put Honors Dr. Hocu.—Dr. 
Paul H. Hoch, New York State Commis- 
sioner for Mental Hygiene, received the 
“Man of the Year Award” of the Interna- 
tional Rho Pi Phi pharmaceutical fraternity, 
June 28, 1956. Rho Pi Phi, the largest fra- 
ternity of pharmacists in the world, honored 
Dr. Hoch in a special ceremony at their 32nd 
annual convention in New York. The award 
cited Dr. Hoch for his “outstanding leader- 
ship in the research and treatment of mental 
illness, and his dedication to the welfare of 
its victims.” Max M. Satloff, grand councillor 
of the fraternity, presented the award. Some 
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700 delegates representing every State and 
Canada attended the annual meeting. 


Forp FouNpDATION GRANTS.—The Ford 
Foundation has announced the allotment to 
21 research centers of grants totalling 
$6,826,850 for research during the next 5 
years in mental health. 

The present grants, mostly to universities 
and university connected institutions, go to 
centers in the United States. Grants to Euro- 
pean institutions will be announced later. 

Dr. Storrs Retires.—Dr. Harry C. 
Storrs, who for nearly 2 decades has been 
director of Letchworth Village, retired June 
20, 1956. He had given 44 years service in 
the New York State department of mental 
hygiene. Dr. Storrs retires from the state 
service at the same institution where he 
joined the department as a junior physician 
in 1912. 


Nortu Suore Resort Lecture 
Series.—The 7th annual North Shore Health 
Resort Lecture Series will be held the first 
Wednesday of each month (except January 
and May) at 225 Sheridan Road, Winnetka, 
Illinois at 8 p.m. The theme for the 1956-57 
series is “The Medical Practitioner’s Con- 
tributions Toward Healthy Emotional De- 
velopment (The Physician as a Counselor)”. 
As in past years, all physicians and allied pro- 
fessional personnel in the Chicago area are 
invited to attend. The American Academy 
of General Practice will again give its mem- 
bers credit for attendance at these lectures. 


1957 NationaL HeaLttH ForumM.—The 
1957 Forum will be held in Cincinnati, Ohio, 
March 20 and 21, 1957. Dr. Francis J. 
Braceland, President of The American Psy- 
chiatric Association, has been named chair- 
man of the 1957 Forum and the general topic 
under consideration will be “What changes 
must be made in American life to improve the 
mental health of our people?” 

The National Health Forum is a confer- 
ence conducted annually by the National 
Health Council in behalf of its 51 national 
organization members. Its aim is to focus 
both public and professional attention on a 
health problem or development of nationwide 


concern that needs some degree of concerted 
action. 


Day HosprraL Center AT HUDSON 
River State Hospitrat.—The New York 
State Department of Mental Hygiene opened 
at the Hudson River State Hospital, Pough- 
keepsie, a day hospital center on July 2, 1956. 
This center occupies 1 ground-floor wing of 
the new Cheney Memorial Building and is a 
self-contained unit independent from the hos- 
pital. It will operate on a voluntary outpa- 
tient basis on a 5-day week schedule from 
8:30 a.m. to 4 p.m. All standard psycho- 
therapies will be available. 

Dr. O. Arnold Kilpatrick, director of the 
Hudson River State Hospital, heads the staff 
of 14 that will administer the day hospital. 


AMERICAN Neuro.ocicaL Sociery.—At 
the 81st annual meeting of the American 
Neurological Society held at the Claridge Ho- 
tel, Atlantic City, June 18-20, 1956, the fol- 
lowing officers were elected for the year 
1956-57: Dr. H. Houston Merritt, president ; 
Dr. Israel S. Wechsler, president-elect ; Dr. 
Richard B, Richter, first vice-president ; Dr. 
Augustus Rose, second vice-president; Dr. 
Charles Rupp,’ secretary-treasurer ; and Dr. 
William F. Caveness, assistant secretary. 

The next annual meeting of the Associa- 
tion will be held at the Claridge Hotel, At- 
lantic City, New Jersey, June 17-19, 1957. 


Eastern Psycuiatric Researcu Asso- 
CIATION, INC.—This Society will hold its 
First Annual Convention in New York on 
Saturday, October 27, 1956, at the Hotel 
Waldorf Astoria. Registration : 9:00 to 9 :30 
a.m. (admission fee for non-members 2 dol- 
lars) ; scientific papers forenoon and after- 
noon ; dinner, 6:00 p.m., speaker to be an- 
nounced, The E.P.R.A. 100-dollar award 
will be presented to the author of the best 
paper delivered at this meeting. 

A full-day seminar on “Various Cerebral 
Electrotherapies Including Pretreatment An- 
esthesia” is planned for Friday, October 26, 
at one of the large New York hospitals. This 
course will include participation in the ad- 
ministration of treatments, by visiting student 
psychiatrists, after observing a number of 
cases treated. The fee for this course will be 
25 dollars. 
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For further information, program, etc., 
address the secretary, Theodore R. Robie, 
M. D., 676 Park Avenue, East Orange, New 
Jersey. 


Correction.—In the letter of Dr. Manfred 
Braun on “Ataractics in Private Practice,” 
page 81, July issue, the statement “On Janu- 
ary 15, 1956, patient was put on a course of 
serpasil injections 5 mg., i.m. q.i.d. for first 
10 days,” read q.d. (once daily) instead of 
q.i.d, 


AMERICAN PsyCHosoMATic Socirty.— 
The 14th annual meeting of the American 
Psychosomatic Society will be held at Chal- 
fonte-Haddon Hall in Atlantic City on Satur- 
day and Sunday, May 4 and §, 1957. 

The Program Committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration for the program no later than 
December 1, 1956. The time allotted for 
presentation of each paper will be 20 minutes. 

Abstracts, in sextuplicate, should be sub- 
mitted for the Program Committee’s con- 
sideration to the Chairman, I. Arthur 
Mirskly, M.D., at 551 Madison Avenue, 
New York 22, New York. 


FOUNDATIONS’ FUND FOR RESEARCH IN 
PsycHIATRY.—The Foundations’ Fund has 
been awarded a grant of $3,682,000 by the 
Ford Foundation to be allotted during a 5- 
year period for the development of research 
personnel in mental health. 

This new program will be maintained con- 
currently with the F.F.R.P.’s present pro- 
gram of research grants in the field of psy- 
chiatry and related sciences. The selection of 
fellows and the awarding of research teach- 
ing grants will be the responsibility of a pro- 
fessional committee of which Dr. Douglas 
Bond is chairman and which will work closely 
with F.F.R.P.’s board of directors. 


NOTICE 


Tue CENTRAL INSPECTION BOARD OF THE AMERICAN PSYCHIATRIC ASSOCIATION needs 


A brochure describing stipends, fellow- 
ships, and research teaching grants is in prep- 
aration and will be distributed during the 
summer of 1956. For copies of the brochure 
write to the Foundations’ Fund for Research 
in Psychiatry, 251 Edwards Street, New 
Haven 11, Connecticut. 


E1cHtH Menta Hosprta INstirute.— 
This Institute will be convened October 8-11, 
1956, at the Shirley-Savoy Hotel, Denver, 
Colorado, under the auspices of The Ameri- 
can Psychiatric Association Mental Hospital 
Service. 

The enrolment fee is $50.00 which covers 
daily luncheons, the annual party and ban- 
quet, a second informal party, trips to local 
hospital installations and the distribution of 
mimeographed and printed materials as well 
as a copy of the Proceedings. If a hospital or 
agency is a full service subscriber to the 
A.P.A. Mental Hospital Service, it may send 
a second and other delegates for $25.00 each, 
provided the first delegate attending pays the 
full fee of $50.00. 

For enrolment forms and other informa- 
tion address: The American Psychiatric As- 
sociation Mental Hospital Service, 1785 Mas- 
sachusetts Avenue, N. W., Washington 6, 
D. C. 


EVALUATION OF PHARMACOTHERAPY.—A 
Conference on the Evaluation of Pharmaco- 
therapy in Mental Illness will be held at the 
Statler Hotel in Washington, D. C., Septem- 
ber 21-22, 1956. The Conference, under the 
chairmanship of Dr. R. W. Gerard, is jointly 
sponsored by the National Institute of Mental 
Health, the American Psychiatric Associa- 
tion and the Division of Medical Sciences of 
the National Academy of Sciences— National 
Research Council. 


InsPectors who are qualified psychiatrists with hospital and administrative experience. Sala- 
ries are competitive and adequate traveling expenses are allowed. Interested physicians 
should contact Charles K. Bush, M. D., Chief Inspector, Central Inspection Board, Ameri- 
can Psychiatric Association, 1785 Massachusetts Avenue, N. W., Washington 6, D.C. A 


résumé of training and experience is requested. 
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From CustopiaL 10 THeRraPeuTic PaTiENT CARE IN 
Mental Hosprrats. By Milton Greenblatt 
M.D., Richard H. York, Ph. D., Esther Lucile 
Brown, Ph. D. in collaboration with Robert W. 
Hyde, M.D. (New York: Russell Sage 
Foundation, 1955. Price: $5.00.) 


The authors of this tri-partite volume relate how, 
through the forces of social therapy, the personnel 
of three Massachusetts hospitals set out to bring 
to the patient an enlivened environment and a re- 
awakening of his dormant interests. The hospitals 
reported in this book are Boston Psychopathic with 
its 120 beds and large staff, the Bedford V.A., and 
Metropolitan State, each with 1,800 beds. 

Conscious of present-day shortcomings, the ad- 
ministrative and clinical officials of these institu- 
tions felt that the engraftment of the factors of 
social science onto the psychotherapeutic body 
would extend the scope of treatment. The patient 
was taken into the broadened areas of this science, 
there to thrive on more humanitarian relationships. 
Rewarding results were achieved, too, as Boston 
Psychopathic records an elevation of the discharge 
percentage from 35 in the 1920’s and 1930's to 80-85 
in 1953. These computations are properly based on 
the admission rate rather than the hospital's total 
population. At Bedford the number of patients par- 
ticipating in resocializing activities was raised five- 
fold, and at Metropolitan Hospital in Waltham, 
marked improvements were also noted. The proj- 
ects at the last two named institutions were carried 
on for approximately eighteen months under the 
aegis of Russell Sage Foundation; that for Boston 
Psychopathic Hospital commenced in 1943, when 
there was a change in administration, and covered 
a span of twelve years. 

The reporting hospitals had inherited atmospheres 
of custodial somberness. There were too many pa- 
tients secluded in “strong-rooms” and immobilized 
in prolonged baths. Patients’ clothing was color- 
less, admission procedures were cheerless and chill, 
the furniture was ugly; personnel were stagnated 
by restricting traditions and inhibiting trepida- 
tions—such an outlook was not conducive to the 
patient’s recovery. 

With the ultimate objective of creating a new 
environment, many striking changes were made. 
To weld heterogeneous elements of his personnel 
ensemble into a harmonius therapeutic whole, one 
director sharply departed from old and sclerosed 
customs. He dissolved the frozen attitudes of a 
haughty hierarchy which is fast disappearing from 
the administrative scene. With the dissipation of 
pseudo-social customs, different groups, instead of 
operating in isolated areas, began to merge to 
function as one. The attendant, for the first time, 
came into his own, and through relaxing group 
discussions on a common plane, a more sparkling 


social milieu was secured for the patient. The di- 
rector, with these approaches, lessened tensions 
among persons and groups, and this enabled them 
to work together more productively. 

Undoubtedly there will be many a superintendent 
who will cast a wary eye at some of the sharp de- 
partures from long accepted routines. He probably 
will refute the “advanced” ideology of permitting a 
nurse to wear her street clothes on certain wards. 
Some directors would not tolerate verbal assaults 
made in an open forum by a member of one group 
upon another; but it is recorded such a scene did 
develop at one of the hospitals when “an attendant 
violently attacked the normality of a particular 
psychiatrist” at a session called the “Coffee Hour.” 
Such a forum was established to provide all groups 
of employees with an opportunity for self-expres- 
sion thereby decreasing personal prejudices and 
interdepartmental frictions. 

The superintendent, on the other hand, may ap- 
preciate the discordant notes twanged intermit- 
tently, through the book, on the tautened purse- 
strings tightly clutched by the budgeteer with his 
own unresolvable resistances against vital expendi- 
tures. Such superintendent may poignantly recall 
his own frustratations in getting for his patients 
decent clothing, attractive furniture, painted walls, 
and sufficient personnel for therapeutic purposes. 

Irrespective of the reader’s attitude concerning 
the methodologies employed, much progress was 
made on behalf of the patient. He was brought out 
from seclusion, and the “continuous tub” was 
junked; too long were sustained soakings regarded 
surreptiously as therapy rather than restraint. The 
patient was permitted to form his own govern- 
ment, through which heed was paid his construc- 
tive suggestions. Psychodrama and volunteers also 
redounded to his benefit. 

Hospital people will find their clinical and ad- 
ministrative thinking enriched by reading this book. 
The section for Boston Psychopathic is written in 
such a manner as to be incisively instructive. 

The projects herein reported were promulgated 
before the mass administration of chlorpromazine 
and reserpine had gotten under way. Further chap- 
ters on the combination of the potentialities of these 
drugs with those of social science would be of 
absorbing interest. 

Joun H. Travis, M.D., 
Manhattan State Hospital, 
Ward's Island, N. Y. 


Tre Nevuroses tn Ciinicat Pracrice. By Henry P. 
Laughlin, M. D. (Philadelphia: Saunders, 1956. 
Price: $12.50.) 


If you are bored by the other psychiatrist's 
long-winded case reports, here’s the book for you. 
Laughlin’s cases are reported with an economy of 
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words rare in our speciality. A general statement 
is made, and before it gets away from you, the 
author nails it down with a “for instance”—only 
a few lines long. This alone merits some sort of 
accolade. 

Most of us are so concerned with the destructive 
and disabling aspects of psychoneurosis that we 
forget that the syndrome is a defense reaction which 
salvages the patient. Laughlin shows how the 
psychoneurosis serves such a purpose. The book is 
studded with neat tables which light up various 
problems. While the tables oversimplify, they are 
handy for any psychiatrist who has to make speeches 
to nonprofessional audiences. The book is reason- 
ably free of complicated jargon, and the dynamic 
explanations are offered in exceptionally lucid lan- 
guage. Some psychiatrists may see a _ certain 
naiveté in the text, and it does not, in truth, cut 
very deep. The analyst may complain that Laugh- 
lin is “superficial” in his explanations because he 
seems to ignore the deeper layers of personality. 
But this quality makes the book doubly valuable 
to the analytically unsophisticated reader. For ex- 
ample, in giving a “common sense” explanation for 
something as bizarre as a phobia, Laughlin per- 
forms a real service. He does make the phobia 
understandable, even if he doesn’t always get to 
the pre-oedipal level to do so. 

While the author pays lip service to the non- 
psychotherapeutic technics, it is obvious that his 
heart belongs to psychotherapy. For instance, he 
surely knows that electroshock therapy helps most 
depressed persons, and that most depressed persons 
simply can’t afford 4-day-a-week, 2-year-long psy- 
chotherapy. Most of them, in fact, are initially 
impervious to psychotherapy. In these circum- 
stances, electroshock—whether you approve of it or 
not—does save lives. Laughlin knows this, and 
reluctantly admits it, but then he makes very sure 
that he is not giving ECT his blessing. 

He is one of the few modern psychiatrists to 
recognize that fatigue is a legitimate psychiatric 
symptom. Undeterred by the ghost of “neuras- 
thenia,” he has a gem of a chapter on the fatigue 
syndrome. He also writes an unusual section on 
“the illusory gains of emotional illness.” He is 
somewhat less skillful in his handling of neuroses 
following trauma—but you can’t have everything. 
One other negative criticism is the awkward place- 
ment of footnotes at the end of the chapter, where 
they are hard to find. This necessitates a weary 
repetition of the same citation. It seems as if there 
are at least 100 references to the author’s articles 
in the D. C. Medical Annals. This kind of cita- 
tion-padding is unfortunate, though it is probably 
the publisher’s fault, not the author’s. 

The text includes some sensible and interesting 
comments on brain-washing, a good deal of data 
on the history of psychiatry, some practical ma- 
terial on psychosomatics, and a glossary of psychi- 
atric concepts. The style is fluid, the pacing is good, 
and the language is vivid. 

Henry A. Davipson, M.D, 
Cedar Grove, N. J. 


Metasotic AND Toxic Diseases or THE Nervous 
System. Proceedings of the Association for Re- 
search in Nervous and Mental Disease, Volume 
XXXII. (Baltimore: Williams and Wilkins, 
1953. Price: $10.00.) 


The volume comprises 28 chapters by a distin- 
guished group of neurologists, psychiatrists, and 
biochemists. 

The book starts out with titles such as, “The 
Parathyroid Gland and its Relationship to Diseases 
of the Nervous System,” by F. C. Bartter; and 
“The Pituitary Gland in Relation to Cerebral 
Metabolism and Metabolic Disorders of the Nerv- 
ous System,” by G. H. Glaser. 

Of practical clinical importance are the papers 
by D. Denny-Brown on “Abnormal Copper Me- 
tabolism and Hepatolenticular Degeneration”; and 
the study on “The Neurological Disorder Associ- 
ated with Liver Disease,” by R. D. Adams and 
J. M. Foley. In the latter paper, hepatic coma is 
the major topic of the discussion which, although 
being a frequent complication of various types of 
liver diseases, has not attracted the attention that 
it deserves. 

In acute yellow atrophy, in most cases, the nerv- 
ous derangement appears simultaneously with the 
jaundice, It usually attracts the attention earlier 
than the slight icteric discoloration. But in other 
instances, the jaundice is present from one to three 
weeks without any mental symptoms. Following a 
short period of severe headache, accompanied by 
a gloomy irritable temper and restlessness, there 
develops a noisy and raging delirium. In about one- 
third of the patients, there are convulsions. Toward 
the termination of the illness, the delirium and con- 
vulsions go over into a deep coma. A similar clini- 
cal picture may be observed in Laennec’s alcoholic 
and nonalcoholic liver cirrhosis, hemochromatosis, 
infectious hepatitis, toxic hepatitis, biliary cirrhosis, 
and others. 

Of particular interest to the psychiatrist is the 
study on “Psychoses Produced by Administration 
of Drugs,” by P. H. Hoch and associates. Drug- 
induced psychoses may offer an opportunity for 
the explanation of mental processes in physiological 
terms. 

The volume closes with a paper on “The Effect 
of Alcohol on the Nervous System,” by M. Victor 
and R, D. Adams. The problems created in modern 
society by the intemperate use of alcohol are acute. 
Those interested in this field will find much useful 
information in this study. 

The annual Publications of the Association for 
Research in Nervous and Mental Disease should be 
in the libraries of all state and government mental 
hospitals, which are accredited for the training of 
psychiatric residents. They are indispensable for 
acquiring a knowledge in the advances of basic 
neurology and psychiatry. 

Watter L. Bruetscn, M.D., 
Indianapolis, Ind. 
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Tue Ricut To Reap. By Paul Blanchard. (Boston: 
The Beacon Press, 1955. Price: $3.50.) 


This book presents a thorough account of the bat- 
tle against censorship as it has been going on in our 
contemporary “civilization.” The question is: Has 
anyone the right to tell any one else what he may 
or may not read? Those who wish to dictate the 
reading of others are of course special pleaders. 
They either have something to sell ar seek to pre- 
vent competitors from vending what they have to 
sell. Their ‘reasons’ may be valid or spurious; in 
any case they will be prejudiced. 

The attitude of most American intellectuals, 
Blanchard tells us, is that “censorship of the written 
word becomes in the lexicon of western democracy 
the final crime against intelligence.” That begs the 
question by leaving intelligence and its use to be 
defined. He hastens to add that it may be questioned 
whether, considering “the bitch novel and the yel- 
low press . . . the extension to the masses of the 
capacity to read has not cheapened and debased all 
our intellectual values by conferring upon man a 
faculty which he is not prepared to use wisely .. . 
we must admit,” he continues, “that the right to read 
is not an unalloyed good, and that it carries with it 
some unalloyed evils.” The dreadful spate of po- 
tentially pathogenic books flowing incessantly from 
the presses, in some instances appearing for weeks 
in the “best-seller” lists, teaching susceptible persons 
about their hypos and vapours, may be cited as 
examples of the “unalloyed evils.” 

These evils assume considerable proportions when 
gauged by the new concept of “functional illiteracy,” 
i.e., something less than the reading knowledge a 
child should acquire in the first 4 years in school. 
The literacy experts have found that if a person has 
less education than that his reading capacity is not 
really usable. By that test there are some 8,000,000 
functional illiterates in the U. S. today. More than 
25,000 Americans in the Eighth Army in Korea had 
not enough education to write a letter. Wilson's 
study, The Geography of Reading, reached the con- 
clusion that only about half of the adult popula- 
tion had sufficient reading skill to understand the 
ordinary books published for adult readers. 

For background to his study Blanchard sketches 
the history of censorship showing that down 
through the ages church and state have used and 
misused their power to suppress utterances un- 
friendly to themselves. Witness on the one hand the 
Index Librorum Prohibitorum, on the other the 
dictum of Vishinsky, “In our state, naturally, there 
can be no place for freedom of speech, press, and so 
on for the foes of socialism.” 

The author quotes from the American Library 
Association’s Library Bill of Rights which demands 
“the fullest practicable provision of material pre- 
senting all points of view concerning the problems 
and issues of our times, international, national, and 
local...” Such a general statement would seem 
fair enough, although critics can easily supply the 
ifs and buts. The author speaks of the deep con- 
fusion in the minds of many Americans “over the 
differences between peaceful socialism and conspira- 
torial Communism.” Leaving off the adjectives it 


would be helpful if he would tell us what the clear 
distinction is, if any, between socialism and com- 
munism. He speaks of “conspiratorial” Communism. 
Is Communism as preached from the Kremlin and 
echoed by Kremlin disciples the world over ever 
anything else than conspiratorial ? 

While seeming to leave open the question of liter- 
ary freedom for adults, he concedes that children 
“are not mature enough to make their own choices.” 
That leaves another question open. Are all adults, 
just because they are chronologically adults, mature 
enough? 

While there may not be general agreement as to 
what is or is not subversive and therefore dangerous 
literature, the words of Judge Learned Hand, which 
the author quotes, should be kept in mind: “Words 
are not only the keys of persuasion, but the triggers 
of action.” 

Besides the pros and cons as to censorship of 
Communist printed matter, the two principal areas 
of spirited controversy have ever been religion and 
sex. (It is striking in how many ways those two 
topics are linked together.) The author pays his 
respects to Comstockery in New York and the di- 
verting Watch and Ward Society in Boston, de- 
signed to keep proper Bostonians proper. The W. 
and W. Society became ridiculous in 1926 when 
H. L. Mencken went up there and sold on Boston 
Common copies of the banned “Hatrack” issue of 
the American Mercury. 

One device of censorship fanatics is to demand 
suppression of a book because of a passage here or 
there alleged to be obscene. Condemnation of books 
of literary merit on the “isolated passage” basis loses 
somewhat of its prestige when it is recalled that 
Annie Besant many years ago completed a list of 
150 allegedly indecent passages from the Bible. 

One item worth thinking about i: a world that is 
becoming overpopulated is birth control. This move- 
ment has been met by determined clerical opposition 
but has made considerable headway in the past 
quarter of a century; and Blanchard points out that 
today birth control literature “can be distributed 
directly to adults in every state of the Union except 
Massachusetts and Connecticut.” 

In the ecclesiastical field censorship has been from 
the beginning a very live issue. “To this day Canon 
1399 of the Roman Catholic Church forbids even the 
possession of a book directly attacking Catholic doc- 
trine.” The Constitution of the Soviet Union guar- 
antees religious freedom. That means freedom to 
attack religion but not for religion to strike back. 
In the western world it is the other way round. 
Blanchard calls attention to the circumstance that 
the newspapers readily publish religious literature 
and propaganda and carry advertising of religious 
books but are squeamish about printing anti-reli- 
gious or anti-ecclesiastic material. This he con- 
siders not a fair balance. He cites the experience 
of his publishers with the New York Times. That 
publication refused to accept advertising of three 
of Mr. Blanchard’s books (American Freedom and 
Catholic Power, Communism, Democracy and 
Catholic Power, and The Irish and Catholic 
Power). The present book on censorship, however, 
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the Times was quite willing to advertise. Each of 
these four books represents a straightforward study, 
involving much research, and each is thoroughly 
documented. The author comments, “The Times 
stands alone among its leading competitors in the 
severity of its discriminatory policy.” 

The Right to Read is a valuable exposition of all 
phases of the censorship question in contemporary 
society. It points up egregious abuses past and pres- 
ent, but indicates that in general there has been en- 
couraging progress toward more conservative and 
rational policies. At the same time it makes clear 
the necessity of constant alertness on the part of the 
media of communication to assure their right to 
disseminate proper information, and on the part of 
the public to receive that information, subject on 
both parts to such minimum of restrictions as, it 
may be hoped, the majority would accept as neces- 
sary or desirable. 

As an informative and educational text this book 
can be highly recommended. 


C. B. F. 


LeaRNING ‘THeory, PersoNatiry THEORY AND 
CuinicaL Researcu. The Kentucky Symposium. 
(New York: Wiley, 1954.) 


The eleven papers comprising this book consti- 
tuted the symposium held at the University of 
Kentucky under the auspices of the Department of 
Psychology in March 1953. Specialists in the fields 
of learning theory, personality theory, and clinical 
research met to present current research findings, 
points of view, and methods of procedure, with the 
hope of pointing the way toward closer integration 
among their respective fields. 

These papers are both stimulating and challeng- 
ing—stimulating because of the hopeful viewpoint 
concerning future closer integration among these 
areas, that is implied, together with the account of 
how far, to date, psychology has been successful 
in approaching this goal—and challenging because 
of suggestions to psychologists engaged in research 
concerning future methods of procedure. 

To psychologists not immediately concerned with 
how to approach this desired integration, the book 
is of interest in acquainting them with progress to 
date, and with current trends. Of the 138 books 
or articles representing the total bibliography, 52 
per cent were published between 1950 and 1955, 
indicating the wide interest claimed by these areas 
and their interrelating problems in recent years. 

Although approach toward integration of learn- 
ing theory, personality theory, and clinical research 
is slow and arduous, some of the difficulties are 
clarified, suggestions formulated, and some ground- 
work laid by the contributors to the Kentucky 
symposium. 

Marion McKenzie Font, 
Ochsner Clinic, 
New Orleans, La. 


PsycHoLocy Nursinc. By Wendell W. Cruze, 
Ph.D. (New York: McGraw-Hill, 1955. 
Price: $5.50.) 


Once upon a time there was probably one major 
motivation for women going into nursing—a strong 
desire to render personal service. Medicine was not 
so technological in those days and nursing was 
almost purely and simply the care of the person, 
and nurses were recruited for that and only for that. 
The old-time nurse was, by self-selection, someone 
who liked people and had a practical knack for 
sympathetic service. She was taught no scientific 
psychology and it was probably not really necessary. 

The new nurse is different. The girls are re- 
cruited for, and motivated by, different things. 
They are challenged by the greater scientific aura; 
perhaps in some instances by military glamor; by 
the opportunity for educational, administrative, and 
industrial positions. The profession is probably 
recruiting from somewhat different social and eco- 
nomic groups. The equivalent of the old-time nurse 
is now going into the practical nurse and nurse’s 
aide group. 

Because of these considerations, the student nurse, 
today, needs a good course in psychology. There 
are books aplenty, but as the author of this one 
says, they are mostly watered down or abridged 
versions of standard psychological texts designed 
and written for students in the professional fields 
of psychology. Cruze’s book has been written spe- 
cifically for nurses. As the author says, he has 
tried to assist the nurse to understand herself and 
understand her patient. In the reviewer’s opinion 
he has succeeded quite well. Perhaps his book still 
has the fault of some oversimplification. This is 
an intrinsic defect in any one-volume coverage of 
such a large subject and there doesn’t seem to be 
any easy way to avoid it. The form is original and 
is really excellent for teaching. Preceding each 
chapter is the equivalent of an “author’s abstract” 
of the chapter. It is suggested that this be read 
before and after reading the chapter, and will cer- 
tainly be useful in helping the student to organize 
and digest the material. More textbook authors 
should use this device. A list of questions for self- 
examination also follow each chapter, which is well 
selected and pertinent. 

Cruze seems to be definitely organically minded. 
Much of what some of us would consider to be 
strictly physiology is included, and to this reviewer 
the account of dynamic psychology in cases of men- 
tal illness is somewhat too brief. However, there 
is adequate coverage of emotions and health, per- 
sonality and its development, and a good deal on 
the bases of abnormal psychology. It is probably 
just as well that the author has stayed out of some 
of the highly controversial aspects of psychiatry 
since this is a basic text. The nurse who is going 
into the psychiatric field will need more than this, 
which is as it should be. 

This reviewer found little with which to quarrel 
in this book. Among the mildly irritating state- 
ments, is one at the beginning of Chapter 8, in 
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which the author sets forth in a rather positive way 
that modern psychology does not accept the exist- 
ence of instincts. He then proceeds to describe some 
“fundamental physiological drives” and in this chap- 
ter which deals with the motivation of human be- 
havior, he links human behavior, including social 
motives, sexual motives, the conformative motive, 
the need for security, etc., to these fundamental 
physiological drives and organic conditions. It is 
hard to see how this differs from what most of us 
understand by instinctual drives. One statistic on 
page 288 is no doubt a typographical error. The 
six psychoses listed certainly account for far more 
than fifteen percent of all hospitalized mentally ill. 
Although there is a mild doubt in this reviewer's 
mind as to whether it ought to be in a book of 
this sort, Chapter 2, entitled “The Psychology of 
Efficiency,” is a remarkably fine “how to do it” 
chapter. Something like this ought to be incor- 
porated in every curriculum, from Junior High 
through Graduate School. It would save many 
students many painful hours of inefficient study. 
The book is handsomely bound, beautifully printed, 
and ought to be well received in nursing schools, 
hospitals, and libraries. This is one of the McGraw- 
Hill Series of nursing texts edited by Miss Lucile 
Petry, who has written a short but thoughtful 
Foreword. 
Granvitte L. Jones, M. D., 
Williamsburg, Va. 


Mental Hycmne Pusiic Seconp 
Eprrion. By Paul V. Lemkau, M.D. (New 
York: McGraw-Hill, 1955. Price: $8.00.) 


The second edition of Mental Hygiene in Public 
Health is interesting and informative, bringing 
up to date recent data and points of view of both 
the fields in which Doctor Lemkau is eminently 
capable of speaking with authority. 

This able psychiatrist, Professor of Public Health 
at Johns Hopkins University, is at present on leave 
in order to direct the Mental Health Services of 
the newly formed New York City-Community 
Mental Health Board. He will coordinate the serv- 
ices of the health organizations, schools, churches, 
welfare, and law enforcement agencies, helping the 
members of the team to understand each other’s 
problems so that they may work together har- 
moniously toward better health for the individual 
and the community. 

The book is well planned, covering in Part I 
the place of mental hygiene in public health, and 
in Part II the development of the individual, with 
a full discussion of eugenics, the prenatal period, 
preschool, school, adolescent, young adult, and 
mature years, through old age. 

Each chapter is followed by a clear-cut summary 
and numerous well-chosen references. These to- 
gether with the full subject index make this book 
not only enjoyable and stimulating reading, but a 
valuable reference book that should be in every 
medical library. 

An Appendix reviews briefly the symptoms of 
various psychiatric illnesses and emotional dis- 


turbances, following in general the classification 
in the revised nomenclature issued by The Ameri- 
can Psychiatric Association in 1952. The reading 
list includes psychiatric texts currently used. 

A section on Visual Aids recommends motion 
pictures for use in illustrating various concepts of 
psychopathological conditions, including the sources 
from which films may be obtained. 

From broad fields of experience, Doctor Lemkau 
writes with depth of knowledge and understanding. 
Himself an eclectic, he evaluates wisely the con- 
tributions of the different schools of psychiatry, 
pointing out where various methods may be used 
most effectively. His presentation of the integration 
of mental hygiene in public health is a forward- 
looking program of comprehensive medicine for 
individual and community. 

In the author’s belief: “Health must be defined 
to include something more than a sound body; it 
must be in terms of a healthful person, with his 
body sound and capable of full use in living an in- 
tellectually satisfying and emotionally stable life. 

“Where the health of the population is concerned 
every piece of useful information, regardless of 
origin or techniques of collection, should be ex- 
ploited to the fullest possible extent. The mental 
hygienist, particularly becomes an arch combiner 
of specialties, for he must include in his survey not 
only the total person but also his environment, dis- 
tant and close at hand, including the personalities 
that are effective in the environment.” 

WituiaM B. Ternune, M.D., 
New Canaan, Conn. 


PSYCHOPATHOLOGY AND EDUCATION OF THE BrAin-IN- 
sured Votume Il. By Alfred A. Strauss 
and Newell C. Kephart. (New York and 
London: Grune & Stratton, 1955. Price : $6.00.) 


The medical profession has long needed a bridge 
between clinical behavior, the intellectual evaluation 
of defective children, and the morbid pathology of 
the brain-injured child. The authors in this volume 
have had the courage to abandon a former publica- 
tion containing the basic factors in their twenty 
years of observation and research, and now bring 
before those interested in rehabilitation, training, 
and therapy one of the most practical and com- 
prehensive surveys of the problem that has been 
developed so far. 

This present volume is therefore not a revision 
of the first, but an entirely new structure which 
they have molded from the original, as well as 
adding more recently acquired evidence in the por- 
trayal of considerations, tests, and evaluation of 
the so-called “brain-injured normal” child. 

The original elaboration of “the clinical syndrome 
of exogenity in brain-injured mentally defective 
children” has been enlarged to include the concept 
of “the clinical syndrome of the brain-injured child 
who is not mentally defective but who, in spite of 
‘normalcy in I.Q.’ as tested is still ‘defective.’” 

In resolving this apparent paradox, the authors 
wisely select one of the most important recent con- 
cepts that has arisen to alter former dogmas of 
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clinical neurology. Using the analogy of the pres- 
ent “servo mechanisms” or self-contained “feed- 
back circuits” which industry, navigation, and elec- 
tronics have applied to many modern devices, they 
have vitalized Wiener’s presentation of cybernetics 
and consequently immediately gain a strong foot- 
hold in the directional thinking of the future deter- 
minations of mental testings. 

The importance of self-corrective or stabilizing 
factors arising to maintain the body unit at a nor- 
mal directing point (so that full normal responses 
could take place), represents to the authors a form 
of “homeostasis.” They consider this factor largely 
responsible for ontogenetic as well as the phyloge- 
netic development. 

“The phylogenetic development of the organism 
has been to a large extent the story of its increas- 
ingly successful attempts to free itself from the 
limitations of its environment.” Such a belief by 
the authors presupposes not only eventual “pur- 
pose” in the process of phylogenetic development, 
but also an eventual state of “freedom” from known 
and existing environment. Such a concept offers 
a profound background upon which to build a thesis 
or project its potentials. 

“Purpose” and “escape” or “freedom” from en- 
vironment are philosophical factors which, although 
acceptable in the light of modern theology, never- 
theless are too quickly and easily introduced into 
this practical analysis of “homeostasis” and phylo- 
genetic development to warrant outright acceptance 
of the basic premise. 

The authors have either knowingly, or unwit- 
tingly, touched upon one of the central features in 
the great Theme of Progression (without elabora- 
tion) being diverted in these pages to the details 
of body sugar metabolism and the automatic re- 
sponses and internal devices adapted by man to aid 
the important process of survival and progress; 
“purpose and necessity instead of “homeostatic 
resistance” or adjustment to change rather than 
awaiting emergencies in the physiological mecha- 
nisms seeking greater freedom. This new point of 
view has obviously influenced the entire book. 

The authors feel this concept of “homeostasis” 
can be applied to the voluntary and reasoned activi- 
ties of man. They cite many protective devices 
that were developed in man during the course of 
becoming civilized and connote to “homeostasis” 
the adaptability and constant maintenance of a 
favorable equilibrium for the purpose of survival 
against the factors of resistance to environment 
“since this status quo is the only condition which is 
compatible with life.” 

The analogy is drawn between modern elec- 
tronic devices (television) for scanning and which 
store and sort information (univac) simulating the 
nervous system’s ability to focus or select central 
items from “memory traces” along lines of Wiener’s 
concept of a brain rhythm (alpha) which utilizes 
a “time of sweep” mechanism (%o of a second) 
similar to that which we note in ordinary television. 

The necessity of a time and special factor as a 


requirement of scanning, and the fact that the limit 
of concept formation is approximately ten per 
second, offers much support to the alpha rhythm 
scanning concept of response, which of course 
would be the clue to defective responses in the 
brain-injured child. 

Not only is the child different from the adult, 
and the injured child different from a “normal,” 
but there is equally a difference between a “normal” 
child who has been injured and a child who has 
developed with defective brain mechanisms, there- 
fore not having in existence those structures which 
the “normal” injured child actually damaged or lost 
during or following the process of a known trauma. 

The functional response to the various types of 
brain injury, involvement, and defect are as variable 
as the scanning sweep and the intensity of the elec- 
trodynamic factors involved. Appropriate tests to 
determine such features would of course be highly 
desirable. 

The authors have demonstrated remarkable 
ability in arranging test material in a simple and 
most informative manner. There is excellent illus- 
trational value which has a practical aspect and the 
authors have undertaken to make points and clarify 
concepts by diagrammatic representation which not 
only aids in the assimilation of the material pre- 
sented, but offers the student an opportunity to 
grasp something comprehensively familiar to him 
in order to progress to the problems being discussed. 

There are a number of excellent histories of 
brain-injured children with their responses to 
tests, and there is in addition to the important con- 
cept presented relative to brain function, the equally 
important analysis of mental function and the test- 
ing and scoring as indicated on the marble-board 
test and the Ellis visual designs tests. 

In summary, the book presents a most practical 
approach to the difficult problem of mentation in 
the brain-injured types, attempting to establish 
comparative values and basic scoring potentials in 
order to estimate the degree of functional dis- 
turbance or loss in these types of children and 
patients so far evaluated. 

From a standpoint of progress in thinking and 
approach to the problem of proper classification, 
this book has presented a most valuable base upon 
which further elaboration can develop. 

Methods of testing for mental acuity in use today 
fail to establish a period of controlled preparation 
of the patient such as required in basal metabolism, 
blood sugar estimations, or other clinical evalua- 
tions of importance. 

Little of value would be obtained if such impor- 
tant tests were taken when convenient for the ex- 
aminer or from random samplings of the patient 
without regard to proper preparation or preliminary 
individual standardization. 

Strauss and Kephart have assembled crucial test 
material for evaluation of the brain-injured child. 
If their method and concept were to be combined 
with controlled pre-test periods regulating the pa- 
tient’s diet, weight, liquid intake, and cerebral circu- 
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latory determinations particularly those concern- 

ing blood pressure and pulse pressure, there may 

arise a more scientific procedure that would make 

comparative evaluations of great clinical im- 

portance. 

Tempe Fay, M.D., 
Philadelphia, Pa. 


Tue Littte Community. Viewpoints for the Study 
of a Human Whole. By Robert Redfield. 
(Chicago: University of Chicago Press, 1955. 
Price: $4.00.) 


This excellent little book is the published version 
of a series of lectures which Redfield gave at the 
University of Uppsala in 1953. It is an assembling 
and assorting of his ideas relating to the small 
community which he has been generating, digest- 
ing, or testing during his years of anthropological 
research, 

To anyone working in community research, or 
in various research fields dealing with activities 
which take place in small communities (economics, 
sociology, anthropology, social psychiatry, etc.) the 
book is thought provoking, for familiar items from 
the realm of anthropological concepts are here ex- 
amined from a unitary point of view and brought 
into a relationship with each other. 

I suppose not many psychiatrists would find The 
Little Community very relevant to their everyday 
concerns since so many are in large rather than 
small communities and so few take much account 
of the sociological aspects of their patients’ lives. 
However, any who have a curiosity about some of 
the broad aspects of human organization would 
find this lucid and interesting book most rewarding. 

Dorornea C. Leicuton, M.D., 
Cornell University. 


NEUROPHARMACOLOGY. Edited by [/arold A. Abram- 
son, M. D. Transactions of the First Conference 
May 26, 27 and 28, 1954. (New York: The 
Josiah Macy, Jr. Foundation, 1955. Price : $.25.) 


This small volume of Macy Foundation Trans- 
actions follows the pattern of free discussion of a 
multidiscipline group of experts, five of whom 
make introductory statements in their respective 
fields of operation: Dr. Kety on brain circulation 
and metabolism, Scharrer on functional organiza- 
tion, Brazier on EEG in anesthesia, Magoun on 
the ascending reticular system and Pfeiffer on con- 
vulsions. The ensuing discussions reflect a level of 
technical competence that the uninitiated reader may 
not always successfully follow, and some of the 
data may seem unduly detailed for this mode of 
presentation. The sections dealing with broad and 
basic problems of blood distribution and metabolism 
are especially illuminating. 

Some of the more important observations may 
be noted: The whole brain in healthy young men 
uses 460 ml. of oxygen and 76 mg. of glucose a 
minute and maintains a respiratory quotient of 
unity. Nutrients other than glucose contribute only 
a small percentage to the total metabolism. L-epi- 
nephrine increases brain metabolism by 22%, and 


the increase is associated with subjective anxiety. 
Anesthetic agents need not depress brain metabo- 
lism. Magoun suggests that the special suscepti- 
bility of the ascending reticular substance to anes- 
thetics may be related to its richness in synapses. 
According to Scharrer cerebral blood supply ap- 
pears to be proportional to the concentration of 
mitochondria (which are enzyme carriers); the 
basal ganglia seem to circulate twice as much blood 
as the cortex at least under anesthesia. Increased 
CO, or diminished O, arterial tension increases 
brain blood flow, but bilateral stellate ganglionic 
blockade, interestingly enough, does not. 

Aring suggests that repeated hypoxia may be 
more damaging to white matter than to grey. There 
are a number of interesting indications in Dr. Pfeif- 
fer’s presentation that the enzymatic character of 
the cell nucleus may be altered in a variety of ways 
by chemical influences: Fremont-Smith aptly re- 
marks that it now looks as if genetic factors are 
no longer immutable. Pfeiffer calls attention to the 
fact that a variety of intoxicating agents may induce 
transient remission in schizophrenia. 

The spontaneity of free discussion always carries 
a risk of discursiveness. Through the initial pres- 
entations help to structure the proceedings, the 
choice of leading topics does not appear to be part 
of a comprehensive plan. Perhaps a single central 
theme with stricter direction of the discussion 
would enhance the readability of these valuable 
transactions. 

Josern Wortts, M.D., 
Jewish Hospital of Brooklyn, N. Y. 


TRUANTS PROM Lire. By Bruno Bettelheim. (Glen- 
coe, Ill.: The Free Press, 1955. Price: $6.00.) 


This is a remarkable report and discussion of the 
successful treatment of four very seriously dis- 
turbed children at the Orthogenic School in Chi- 
cago. The School has been organized “as a total 
therapeutic setting based on psychoanalytic think- 
ing about primary behavior disorders of children.” 
Its philosophy “entails offering the child as much 
gratification as possible, particularly at first to 
help him form a more positive view of the world” 
and an ability to relate to people. “Unless we are 
quite sure it is wrong, therefore, we attempt not 
to limit satisfaction of the child's most basic needs, 
such as intake and elimination, rest and mobility, 
self regulation, privacy and freedom to choose 
companions.” 

settelheim, throughout, makes interpretations of 
the behavior of these children. Much of this lies 
within the realm of speculation. But, regardless of 
the accuracy of the theories and hypotheses, the 
results achieved are phenomenal. 

This book should be read by everyone who works 
with seriously disturbed children. Much of value 
will be found also by those who work with adults, 
who are in one way or another significantly mal- 
adapted to living. 

Manreep S. Guttmacuer, M. D., 
Baltimore, Md. 


4 
283 

| 

f 
yet 

§ 

4 
ae 
= 
: 


BOOK REVIEWS 


[ Sept. 


THe ApproacH TO PsycHiaTRY. 
By J. H. van den Berg, M. D. Edited by Marvin 
Farber, Ph.D. (Springfield: Charles C. 
Thomas, 1955. Price: $3.00.) 

AND Menta Disorpers. By [Ralph Lin- 
ton, Ph.D. Edited, posthumously, by George 
Devereux, Ph.D. (Springfield: Charles C. 
Thomas, 1956. Price: $4.50.) 


If phenomenology is what van den Berg calls it 
(p. 54), “a science of examples” which keeps close 
to “events of daily life” or which reports the psy- 
chological context of experience, then both these 
small books fit this psychological approach. The 
first book was written by a Dutch psychiatrist for 
a philosophy of science series, and is edited by the 
leading interpreter of phenomenology in this coun- 
try. The author suggests that it is an introduction 
and that Binswanger, Husserl, Fisher, and Karl 
Jaspers round out a conception of this position as 
it applies to psychiatry. This reviewer would add 
Aubrey Lewis to the list, not simply as an eminent 
student of Jaspers in psychiatry, but because his 
Manson Lecture on Philosophy and Psychiatry, 
reprinted in the journal Philosophy (Vol. 24, 80, 
1949), clearly and suavely explores problems asso- 
ciated with exploring the context of psycho- 
pathology. If one adds Dilthey, a cultural historian 
who profoundly influenced Ruth Benedict in an- 
thropology, one can note his feeling that psychology 
unwisely derived its methods from the natural 
sciences, instead of studying the whole of experi- 
ences that become relatively important to man. 
Studying man as an entirety, without what Dilthey 
called “reduction to organic levels” is a chief link- 
age between modern psychiatry and cultural an- 
thropology. 

The second book, Linton’s posthumously pub- 
lished and arranged Salmon Lectures, is unfortu- 
nately fragmentary because of the author’s failing 
health and sudden death. The first chapter and lec- 
ture leaned upon Linton’s anthropology text, The 
Study of Man, not particularly a psychiatric vol- 
ume. In comparison with the J. W. Eaton and R. 
Weil book on the Hutterites, also called Culture 
and Mental Disorders, and published in 1955, 
there is a less comprehensive picture of the groups 
the author studied in the field; a virtual absence 
of European social psychiatry; a description of 
Africa based heavily on the Gold Coast ma- 
terial of Geoffrey Tooth; and surprisingly little 
from Linton’s early contribution, The Cultural 
Background of Personality, which appeared in 
1945. Much more of the two large Kardiner-Linton 
volumes could have been expected in a work in- 
tended to commemorate, in the nature of the case, 
a man’s contribution. Having heard the lectures 
and having discussed with Linton his notes and his 
ideas on all three, one wonders at the emphasis 
given the weaker contentions: (1) the vague theory 
of an “organic” component to explain Tooth’s par- 
ticular African data, and critically applied to the 
“whole school of anti-racist anthropologists” (p. 15) 
by which one would have to mean practically every 
American anthropologist; (2) the notion that there 


are no sex-egalitarian societies without our double 
standard. 

Both books, however, describe mental illness as 
a result of man’s relationships, the first holding that 
subjective states influence all manner of object 
relationships such as man’s relationship to the 
world, to his body, to his fellow-men, and even 
to time. The human ability to give past and future 
a present value is used to dispose of “the uncon- 
scious.” Instead, according to van den Berg, mind 
and body exist only in relationship. No psychia- 
trists, especially Freudians, will dispute a mind- 
body relationship; but many, particularly Freudians 
and anthropologists, will disagree with the author’s 
idea of this relationship. Unfortunately, he exem- 
plifies the idea by stating catatonics do not live in 
space characterized by direction, aim, intention, etc., 
so that their bodies respond by ceasing to move. 
This tells what happens to their space, but not why 
it happens. It hardly encompasses the ideas and 
emotions, conscious or unconscious, or for cata- 
tonics, the fears that distort space. We may be 
able to intellectualize about the catatonics’ differ- 
ent version of space, of time, or of his body, but 
to sense this emotionally, we would have to follow 
a Fromm-Reichman formula for dissociation as 
being determined by “existing cultural standards” 
governing the patient’s life. When they come to 
understand and control their fears, they illustrate 
the mind-body connection by moving! 

3oth anthropology and psychiatry aim at a scien- 
tific description of man, but any accurate descrip- 
tion qualifying as science contains an analysis of 
what we are describing. Of the four relationships 
of man (gross environment, body, other humans, 
and time), anthropologists feel that the human 
relationships are the most potent in defining sub- 
jective states. Neither book contains a typology, 
such as Freud attempted, of the kinds of human 
relationships that determine specific sorts of sub- 
jective states. All anthropologists hold that culture 
has some determinative effect on both the relation- 
ships and the psychological states. All psychiatrists 
believe the latter two factors are heavily correlated. 
It appears, then, that time is past for descrip- 
tions of examples of the psychic states, taken sepa- 
rately, or of man’s cultural relationships in vacuo. 
Social psychiatry would hold that all three ele- 
ments, the cultural traditions, the human relation- 
ships, and the resultant psychological states must 
be studied together if they are to be understood at 
all. 

Marvin K. Opter, Pu. D., 
Payne Whitney Psychiatric Clinic, 
Cornell University Medical College. 


Hypnotic Succestion. Its Role in Psychoneurotic 
and Psychosomatic Disorders. By S. J. Van 
Pelt, M.B., B.S. (New York: Philosophical 
Library, 1956. Price: $2.75.) 


This slim book is directed to “medical men who 
wish to practise treatment by hypnotic suggestion.” 
The hypnosis is essentially that of a quarter cen- 
tury ago, with primary emphasis on the role of 
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suggestion. Developments in psychoanalysis and dy- 
namic psychology are largely ignored. The author 
sets forth a psychological theory reminiscent of 
Herbart’s association psychology. Psychological 
dynamics and hypnotic processes are oversimplified 
to an amazing degree 

The technique advocated is one of light hypnosis, 
after an initial session for general history taking. 
In the hypnosis, the patient is told that during the 
next week he will get a clear thought that will 
explain all his troubles. Twelve case histories are 
reported with “invariable” success, achieved when 
the hypnotist has assured the patient that he can 
now give up his symptoms since he knows their 
cause. By this method the author claims success in 
four to six, or at most twelve weekly sessions. 

It is my impression that this book would have 
been timely and helpful thirty or forty years ago. 
Since then, however, our knowledge and ability to 
use hypnosis and reintegrative psychological pro- 
cedures have advanced far beyond the approach 
made. I would hesitate even to recommend such 
a book to general practitioners, since there is no 
effort at all to indicate the limitations and hazards 
of so simplified a point of view. For the expert, 
there is nothing stimulating or of basic value. 

James A. Curistenson, Pu. D., 
Los Angeles, Calif. 


EMOTIONAL ProsLems or Earty Cuitpnoop. Edited 
by Gerald Caplan, M.D. (New York: Basic 
sooks, 1955. Price: $7.50.) 


Dr. Caplan and his publisher, Basic Books, have 
placed us in their debt by issuing Emotional Prob- 
lems of Early Childhood. This attractive volume 
attempts to extract and preserve the essence of 
the International Institute of Child Psychiatry 
which convened at Toronto in 1954. Its usefulness 
lies less in the new insights it offers—for most of 
the ideas have appeared in print elsewhere—than 
in the survey of contemporary viewpoints it pro- 
vides. Case reports are employed with an unusual 
effectiveness ; neither here—nor anywhere—do they 
“prove” anything about the correctness of the 
thesis they illustrate, since they are by nature 
anecdotal accounts. But they have been used ap- 
propriately: to exemplify particular approaches to 
the treatment of specific clinical problems. The 
reader is enabled to sit in, as it were, on the thera- 
peutic process, to examine the techniques stemming 
from the conceptual framework of various schools 
of thought, and to detect for himself the meaning- 
ful similarities and differences, so often obscured 
by terminologic verbiage. The excellence of the 
material supplied makes all the more regrettable 
the fact that papers by North American workers 
(18 of 24 chapters) so heavily dominate a volume 
intended to be international in scope. This may 
well reflect the composition of the Institute; none- 
theless, a splendid opportunity has been missed to 
bring to wider attention the many valuable Euro- 
pean contributions the provincialism of the “Ameri- 
can century” tends to ignore. 

To read this volume afforded me considerable 


pleasure ; to review it has been an almost impossi- 
ble task because of the “embarrassment of riches” 
it provides. Perhaps I may be permitted the luxury 
of a few general reflections on trends in child psy- 
chiatry implicit in this symposium. There is ap- 
parent a reorientation in pediatric psychiatric think- 
ing that is bringing it back within the family of 
medical specialties. The biological aspects of the 
psychobiological unity of the patient are more in 
evidence—at times in a “neurologizing” way, at 
others in artificial isolation, but nevertheless rein- 
troduced as a pertinent concern of the psychiatrist. 
The case discussions, while by no means free of 
ex cathedra pronouncements, exhibit a willingness 
to reexamine venerated notions and to question 
whether time-honored techniques are as specifically 
necessary or useful as has been thought. Repeat- 
edly, attention is called to the necessity for diag- 
nosis before treatment is undertaken; this is as- 
suredly a cause for rejoicing after an era in which 
“dynamic” formulations often failed to distinguish 
psychotic from neurotic—or even from normal— 
intrapsychic mechanisms. 

There is evident a greater emphasis on preven- 
tion. This is accompanied by a greater willingness 
of the clinic team to move into the community, to 
seek ways and means of bringing the insights 
gained from clinical experience into the life stream 
of the community. As this occurs, perspectives are 
broadened and the previous narrow focus on the 
mother-child relationship is being supplemented by 
greater (though still inadequate) awareness of the 
father’s role. Parents are beginning to be seen as 
functioning within the framework of social forces. 
The child is no longer reduced to the status of a 
mechanical byproduct of the vicissitudes of purely 
family experience. His own contribution to the 
direction of his development and, conversely, his 
sensitivity to “nonfamilial” environmental agents 
are both being more effectively examined. 

The unresolved problem of the inadequacy of 
diagnostic formulations—the failure to define oper- 
ationally the terms we employ—remains much in 
evidence. The concept of the “atypical child” can 
serve as a case in point. It is not a matter of the 
priority of one or another term, but rather the 
vagueness of this formulation that is disturbing. 
Progress in clinical medicine has proceeded, it 
seems to me, by the ever purer distillation of spe- 
cific syndromes which then lend themselves to de- 
tailed analysis, etiologically and therapeutically. 
The very effort to avoid judgment by employing so 
broad an adjective as atypical, applicable indeed 
to any deviation from the norm of development, can 
only have the effect of lumping together hetero- 
geneous disorders. Such a noncommittal category 
signalizes the failure to erect a clear hypothesis, 
right or wrong, whose validity can then be assessed. 
In other chapters, there is room for argument about 
the diagnosis given. For example, what is called 
“psychosis of affective etiology” (Chapter 17) is 
strongly reminiscent of dementia infantilis. It is 
less to the point to argue which contention is cor- 
rect, than to note the lack of grounds for common 
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agreement on a step that is surely fundamental to 
all subsequent clinical investigation. 

Chapter 3, by Langford, “Disturbance in Mother- 
Infant Relationship Leading to Apathy, Extra- 
nutritional Sucking, and Hair Ball,” is a particu- 
larly happy example of what can be accomplished 
in a pediatric setting by a flexible approach cen- 
tered about an awareness of the needs of mother- 
hood. It beautifully illustrates how one can liber- 
ate the creative potentialities of troubled parents 
by judicious and well-timed intervention to break 
up the vicious circle of child rearing failures, with- 
out becoming unnecessarily embroiled in prolonged 
“deep” therapy. This chapter should be recom- 
mended reading for all. Aubey reports a program 
for study of the effects of maternal deprivation that 
should provide much needed data. The orientation 
conveyed in both her papers (Chapters 10 and 13) 
reflects the broad experience and wise judgment 
of a sensitive investigator. 

Hefferman (Chapter 12) presents an admirable 
study of 50 preschool children referred for suspected 
deafness. Of this group 15 were found to have 
normal hearing and included autistic, brain- 
damaged, neurotic, and retarded children; in 5 
more hearing could not be tested with accuracy. 
These results correspond with our own experience 
at the Harriet Lane Home. The psychiatric in- 
vestigation of 30 partially or totally deaf children 
is contrasted with a parallel study of 20 diabetic 
controls and important differences in parental re- 
action and family situation are noted. This paper 
pioneers in an area marked by a paucity of sub- 
stantial investigations, of which this one will be a 
model, 

The third section of the book, on problems of psy- 
chosis in early childhood, comprises detailed, per- 
ceptive, and highly valuable case reports from many 
of the centers where active treatment programs are 
in force. Morrow and Loomis, Pavenstedt, Bender, 
Waal, and Knowlton and Berg provide extensive 
case studies that illustrate dramatically how the 
orientation of the therapist guides the compilation 
of historical data, determines the therapeutic ma- 
neuvers, and results in selective awareness to those 
aspects of clinical behavior which fit the therapist's 
convictions—despite the fact that these are honest 
and conscientious physicians. Dr. Bender is as 
vigorously convinced electroshock is helpful as Dr. 
Waal that “vegetotherapy” is efficacious. Whether 
or not any or all of the techniques reported will be 
determined to be effective must await definitive 
studies, as yet unavailable, that will compare 
matched treated and control cases, followed for a 
period sufficiently long to convince us that the vicis- 
situdes of clinical course are ascribable to therapeu- 
tic endeavors. The last two chapters by Rank and 
by Bender describe programs of research that are 
intended to contribute to this goal. 

No inference is intended that the many chapters 
not discussed specifically are less important than 
those mentioned. Considerations of personal in- 
terest, space limitations, and the difficulty of ex- 
amining adequately within a brief review the more 
complex research proposals have dictated the pres- 


ent format. This book marks an important mile- 
stone in child psychiatry; it merits careful study 
by all those seriously concerned with emotional 
disorders. 
Leon Ersenserc, M. D., 
3altimore, Md. 


K.iniscHe By Kurt Schneider. 


(Stuttgart: Georg Thieme, 1955. Price: $3.05.) 


It is not easy to review Schneiders important 
work, as there is no psychiatric book in this 
country which has some similarities to the writing 
of K. Schneider. It is not at all a psychoanalytical 
book, if anything it is a very precise written book 
on clinical psychiatry with a philosophical and psy- 
chological background, not in a vague manner, on 
the contrary it shows an enormous clearness of 
thinking and describing. The book is a combination 
of several papers. Some of the papers were pub- 
lished before K. Schneider emphasizes in his fore- 
word that clinical Psychopathology as he sees it is 
concerned with the emotionally abnormal in clinical 
units, It is the psychopathological theory of symp- 
toms and diagnostics. His method is the analytical 
descriptive one, not only the understanding method. 
The book consists of one chapter on clinical sys 
tematic methods and disease conception, of a long 
chapter on the various forms of psychopathic per- 
sonalities. There is a short chapter on mental de- 
fectives and their psychoses. The following chapter 
deals with psychoses which proved to be somatic 
psychoses, One interesting chapter deals with psy- 
chic findings and psychiatric diagnosis, describing 
the different disturbances of perception, of think- 
ing, of feeling, of struggling for volition, of the 
emotional ability to react, of disturbances of con- 
sciousness and of intelligence. The book closes with 
a chapter on the psychopathology of emotions and 
instincts in outline. 

Schneider’s book is a combination of clear de- 
scriptive clinical methods on the background of 
psychological-philosophical, especially phenomeno- 
logical ideas. It is a pleasure to read the precisely 
written book where no word is too much. His 
ideas about the dynamics of instincts and their re- 
lationship to volition are not too important for the 
understanding of psychoses, but are important for 
characterology, where the instinctive person fol- 
lows its instincts and important for the dynamics 
of instincts. Here the conscious person mostly 
tries to counteract his instincts and tries to arouse 
countercurrents in order to make a decision. Hu- 
man beings seldom or never have only one of the 
two attitudes. Instinctive living would end in chaos, 
while living and always being conscious would 
create a numbness without life. 

This is only one of many points from Schneiders 
always fascinating book. It is precisely written 
and it is really critical. 

Mayer, M.D, 
New York City. 
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THOMAS A. C. RENNIE, M.D. 


Dr. Thomas A. C. Rennie, who died at the 
age of 52 from a cerebral hemorrhage on 
May 21, 1956, was an outstanding clinician 
and teacher. After graduation from the Uni- 
versity of Pittsburgh and the Harvard Uni- 
versity Medical School, Dr. Rennie spent 
three years in internal medicine at the Peter 
Sent Brigham Hospital in Boston and at the 
University of Michigan. With this experi- 
ence, it is not surprising that he should have 
become attracted to the psychobiologic teach- 
ing of Adolf Meyer. He spent from 1931 
to 1941 in the Henry Phipps Psychiatric 
Clinic (Johns Hopkins Hospital), first as as- 
sistant resident and resident psychiatrist, and 
later as a member of the full-time staff. Dur- 
ing this period he became especially inter- 
ested in the dynamic understanding of schizo- 
phrenia, and the problems of effectiveness 
of treatment and prognosis of various schizo- 
phrenic disorders, Other publications during 
this period dealt with physiologic and psycho- 
pathologic aspects of psychiatric illness. 
When in 1941 he accepted the position of 
associate professor at Cornell University 
Medical College, he continued these interests. 
Much of his time was, however, devoted to 
the supervision of treatment of patients in 
the Payne Whitney Psychiatric Clinic and 
to the teaching of the resident staff. His 
interest in general medicine and in its rela- 
tionship to psychiatry was demonstrated in 
his clinical activities and in his teaching. In 
all psychiatric patients he stressed physio- 
logic findings as well as psychodynamic fac- 
tors. He was greatly interested in teaching 
physicians his dynamic type of psychiatry 
and participated eagerly in courses for gen- 
eral practitioners and internists. His excel- 
lent clinical judgment was highly valued as 
a consultant to patients in various depart- 
ments of The New York Hospital, where 
he occupied the position of attending psy- 
chiatrist. 

During the Second World War, Dr. 
Rennie organized a rehabilitation service for 


veterans. This successful venture brought 
him in close touch with activities in the com- 
munity. He expanded his interest in rehabili- 
tation to discharged psychiatric patients and 
to the utilization of community resources for 
minor and major psychiatric problems, and 
increasingly to the problems of social and 
preventive aspects of psychiatry. In 1950 he 
became professor of social psychiatry, and 
with the liberal support of several founda- 
tions was able to develop the large project 
of social psychiatry at Yorkville in New 
York City. The new department of social 
psychiatry became well organized and highly 
productive. National and international recog- 
nition of this new attempt in research in men- 
tal health soon followed. The results of a 
four-year study are now being put together 
in book form. 

Dr. Rennie was born in Motherwell, Scot- 
land, on February 28, 1904, and came with 
his family at the age of six to Pittsburgh. 
He remained closely attached to all members 
of his family, yet acquiring new friends 
readily wherever he worked. His friendli- 
ness, courtesy, and interest in all types of 
people, as well as his high sense of integrity 
made him not only liked but admired, and 
he became a recognized leader in his field. 
He found recreation in literature, theater, 
and music, As a talented pianist he enjoyed 
music by himself and with others. 

Dr. Rennie was an outstanding teacher 
whose lectures and scientific presentations 
were most carefully prepared and delivered 
in excellent style. His superb command of 
the English language made it a pleasure to 
listen to him, and he was in constant demand 
for addresses at professional meetings. How- 
ever, he enjoyed most the direct contact with 
students in individual and in 
seminars. His efforts toward increasing the 
effectiveness of psychiatric teaching were un- 
tiring and he exerted a great influence on the 
resident staff of the Payne Whitney Psy- 
chiatric Clinic and the Franklin Delano 
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Roosevelt Veterans Administration Hospital 
(Montrose). His influence in teaching and 
in broad social aspects of psychiatry made it- 
self felt while he was a member of the Group 
for the Advancement of Psychiatry, and dur- 
ing the time that he served on the Council 
of The American Psychiatric Association. 
His attitude was well expressed in one of his 
last requests that instead of flowers for his 


funeral, contributions be made toward a 
scholarship for special work in psychiatry by 
medical students. The Cornell University 
Medical College has accordingly established 
the Thomas Rennie Scholarship Fund. 

Dr. Thomas A. C. Rennie will be long re- 
membered by his many friends, colleagues, 
students, and patients, and he will have a 
permanent place in psychiatric literature. 


...her fears of crowds and cancer 


ceased to worry 


case report 

“40-year-old woman with overt anxiety symptoms 
marked fear of crowds . . . phobic ideas concerning cancer. 
Tension, irritability, and tiredness were in evidence.” 
medication: 


‘Thorazine’, 25 mg. orally, t.i.d. 


respons 


“Following [‘Thorazine’| medication she became placid, 
composed and cheerful. When asked about her tears, she 
smiled and readily stated that they had ceased to worry her.” 
She is now running her household for her husband and 


young son without diffic ulty.! 


is available in ampuls, tablets and syrup (as the hydrochloride), and 
in suppositories (as the base) 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
1. Silverman, M.: J. Ment. Se. 1012640 (July) 1955 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


® 
CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 
’ “removes practically all of the previous risks inherent in the treatment.’”' 
respiratory “ .. patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
q safety excellent.’”’? 
. “The most important [observation] is the elimination of 
4 hypoxia or anoxia.’ 
3 cardiovascular “The arterial blood pressure is found to rise during the 
: safety [unmodified] electroshock. When the muscular spasms and the 


asphyxia are eliminated with the administration of succinyl- 


choline and oxygen, a slower and more even rise is noted; .. .’* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 


duced by succinylcholine is noted to result in a slower and more 


even rate.,’’4 


orthopedic “ ..the occurrence of fractures and dislocations has been 


reduced to zero.’ 


safety 


“No fractures occurred in the group during therapy.’’® 


“Modification of electro-convulsive therapy with thiopental 


over-all 
safety 


sodium and succinylcholine chloride is a much safer treatment 


as shown by the absence of fractures and medical complications 


in our series of 7,500 treatments.”’! 


references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:158, 1955. 2. Nowill, 
W. K., Wilson, W and Bordera, A.M.A. Arch. Neurol. & Paychiat. 71:189, 1954. 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E lneathesology 1954 
4. Holmberg, G., et al 1.M.A. Arch. Neurol. & Paychiat. 72:73, 1954. 5. Wilson, W. P., 
and Nowill, ibid, 71:122, 1954. 


*ANECTINE’ Chloride brand Succinylcholine Chloride INJECTION §=F'or intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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“CLEAN, COOPERATIVE, AND COMMUNICATIVE” 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 

Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.””! 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’”? 
Many reports have indicated that Serpasil 


(reserpine CIBA) 


in high dosage for 


psychiatric patients 


CIBA 


SUMMIT, N.J 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.” “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is of an indication 
for discontinuing treatment.’ 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Se. 61:92 (April 15) 1955 
2. Hoffman, J. L., and Konchegul, L Ann. New York 
Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Se. 61:85 (April 15) 1955 


Parenteral Solution, 2-m\. ampuls, 2.5 mg. Serpasil 
per ml 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixir, 


Tablets, 4.0 mg. (scored), 2.0 mg. (seored), 


1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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“The effect 

of 

L-Glutavite 
seems... most 


outstanding...” 


Harrabee, Wingate, 
Phillips & Greenblatt: 
Postgraduate Medicine 

(May) 1956. 


new 
clinical 


‘‘... improvement in mental and social 
ian in the older patient 


In a comparative investigation of the effect 
of L-Glutavite, vitamins, and Metrazol on 
thirty aged female patients at Metropolitan 
State Hospital, Waltham, Mass., researchers 
Barrabee, Wingate, Phillips and Greenblatt 
noted that apparently L-Glutavite was the 
most effective of the three drugs in produc- 
ing improvement in mental and social be- 
havior, and that this improvement was 
“most outstanding.” 


L-Glutavite, a metabolic stimulant, contains 
monosodium L-glutamate, niacin, thiamine, 
riboflavin, ascorbic acid, ferrous sulfate and 
dicalcium phosphate, in high potencies. 


Convenient L-Glutavite Packets (30) 
DosAGE: Initial Therapy —3 to 5 packets per 
day for 4 to 6 weeks, in tomato or vegetable 
juice or sprinkled on prepared food. Main- 
tenance Therapy —1 to 3 packets daily. 
Economical L-Glutavite Canister 

DOSAGE: Initial Therapy —6 to 10 teaspoon- 
fuls per day in tomato juice or vegetable 
juice, or sprinkled on prepared food, for 4 
to 6 weeks. Maintenance —2 to 6 teaspoun- 
fuls daily. 

NEW DOSAGE FORM: L-Glutavite Capsules (2 
caps. t.i.d.) for maintenance therapy. Bottles 
of 100. 


1. Postgrad. Med. 19:5, 1956 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


e well tolerated, non-addictive, essentially non-toxic 


e no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


e chemically unrelated to chlorpromazine or reserpine 


e@ does not produce significant depression 


e orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. 


Wy 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S$. Patent 2,724,720 
SUPPLIED: 400 mg scored tablets. Usual dose: | or 2 tablets tid 
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Lumina! and Luminal Sodium time-tested, 
effective dampers of cortical 
overactivity—control emotional turbulence, 


restlessness and hyperirritability 
promptly and for prolonged periods. 


FOR ORAL USE: 
... LUMINAL OVOIDS 
Distinctive Sugar Coated 

Oval Shaped Tablets 

Easy Color Identification 

of Dosage Strength 

14 grain (yellow) 
14 grain (light green) 
11% grains (dark green) 

LUMINAL ELIXIR 

(14 grain /teaspoonful) 


FOR PARENTERAL USE: 
LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 


Ampuls (powder) of 0.13 Gm. (2 grains) 
and 0.32 Gm. (5 grains). 


Ampuls (solution in propylene glycol) 
of 1 ec.—0.13 Gm. (2 grains) 
and 2 cc, —0.32 Gm. (5 grains). 


Vials (solution in propylene glycol) 
of 10 cc., 0.16 Gm. 
(214 grains) per ce. 


THE PIONEER BRAND 
OF PHENOBARBITAL 
BACKED BY MORE THAN 
30 YEARS OF EXPERIENCE 


LABORATORIES 


NEW YORK N.Y WINDSOR ONT 
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the nervous, 


tense, 


emotionally unstable: 


(Pure crystalline alkaloid) 


Each tablet contains: 

Reserpine 0.1 meg. 
or 0.25 me. 
or 1.0) mg. 
or 4.0) meg. 

The elixir contains: 

Reserpine 0.25 mg. 

per 5 ce. teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 


Elixir in pint bottles 


The Upjohn Company, Kalamazoo, Michigan 
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In 
Withdrawal 
Syndromes 


Alcoholism 
Drug addiction 


As an agent to calm the acutely agitated, SPARINE has 
brought decisive relief to many hundreds of patients 
suffering from severe withdrawal symptoms.' SPARINE is 
rapidly effective by intravenous administration; mainte- 
nance is by the oral or intramuscular route. 

In postalcoholic states, SPARINE offers prompt and marked 
remission of delirium tremens, acute hallucinosis, and 
tremulousness.t 

In drug-addiction withdrawal, it promotes comfort by 
controlling nausea and vomiting and by inducing a view 
of detachment toward muscle and bone pains, abdominal 
cramps, and the general malaise.t 


SPARINE is also effective in the management of acutely 
agitated psychotic patients. It tranquilizes them, making them 
more easily controlled and accessible to psychotherapy.t 


tReferences on request. 
NEW Potent Ataractic Drug 


SsSparine* 


Promazine Hydrochloride Hydrochloride 
10- (y-dimethylamino-n-propyl) -phenothiazine hydrochloride 


*Trademark 


Wyeth 


Philadelphia 1, Pa 
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at the Section on Psychotherapy of the 


Association, the editors have 


land and Ex 


irope 


IMPORTANT BOOKS for the PRACTICING PSYCHIATRIST 


PROGRESS IN PSYCHOTHERAPY 
Edited by FRIEDA FROMM-REICHMANN, M.D., and J. L. 


For the first time in one volume, 


rounded out the cov 


as evaluated by leading foreign therapists. 


PSYCHOPATHY AND DELINQUENCY 


erage to include 


(360 


WILLIAM McCORD, Ph.D., and JOAN MeCORD, Ed.M, 


The 


treatment of the psychopath, 


including 


, 8650) 


order 
(240 pp 


an 


Clinie, 


INncIsIV 


authors evaluate the great mass of evidence concerning the 


analysis of the 


CHANGING CONCEPTS OF PSYCHOANALYTIC MEDICINE 
Edited by SANDOR RADO, M.D., D.P.Se., and GEORGE E. 


nature, 


MORENO, 


progress in all fields of psychotherapy is summarized 
In addition to the advances reported and discussed by leading American authorities 


cause 


M.D. 


1955 Meeting of The American Psychiatric 
all major schools 
of thought and approaches to techniques, with contributions on psychobiology, 
notherapy, biodynamics, psychodrama, and existentialism 


hyp- 


including progress in Eng 


$8.50) 


and 
and provide a concise usable concept of this mental dis- 


promising results of milieu therapy. 


DANIELS, M.D. 


Gathered from the Decennial Celebration of the Columbia University Psychoanalytic 


this important volume brings together thought-provoking contributions, from 


more than 20 leading authorities, on various clinical aspects of psychoanalytic prac- 
tice 


(266 pp., $6.76) 


PSYCHOANALYSIS OF BEHAVIOR 


SANDOR RADO, M.D., D.P.Se. 


Dr. Rado’s collected papers, published in German and American scientific periodicals 


from 1922 to 1956, represent a unique, 


They : 


class cal peye hodynamu 8; 


the 


Adaptational Psychodynamics 


THE DRUG ADDICT AS A PATIENT 


compre 


quest for a hasu 


$7.75) 


(390 pp., 


MARIE NYSWANDER, M.D. 


This manual fills the demand for 


logic, physiologic, 


sive experience with 


$440) 


the 


Edited by E. A. SPIEGEL, 


a most valuable 
of neuropsychiatry.” 


Charge 


Please send, on approval: 
| FROMM-REICHMANN AND MORENO ($8.50) 
RADO AND DANIELS ($6.75) 

NYSWANDER ($4.50) 


j Che k ere losed 


Name 

Address 
my account 

Ciuly 


esp GRUNE & STRATTON, INC. 


problem, 


i 


are especially 


PROGRESS IN NEUROLOGY AND PSYCHIATRY, Volume XI 
M.D. 


reference 


J. Nei 


Order Now—On Approval 


svetem in research, 


and Mental Dis. 


ve and detailed 


conce pli ual scheme; 


a modern, comprehensive analysis of the 
and sociologic causes and effects of drug addiction 
current interest and discussion of possible revisions in the laws pertaining to treat 
ment, the author’s detailed review and practical recommendations, drawn from exten- 


timely. 


theory and progr 
OU 


ss in the 


study of behavior. 
ire conveniently arranged in chronological order and divided into three periods: 
evolution of 


psy' ho- 
In view of the 


(Just published, 192 pp., 


realm 


[] MeCORD (86.50) 
RADO ($7.75) 


|) SPIEGEL, VOL. XI 
($10.00) 
Zone State 


W956 


381 Fourth Avenue 
New York 16,N.Y. 
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Two important new books by eminent psychiatrists 


Psychoanalysis 
and Psychotherapy 


DEVELOPMENTS IN THEORY, 
TECHNIQUE, AND TRAINING 


By FRANZ ALEXANDER, M. D. 


Timely, comprehensive, his book is for 


As a result of growing acceptance of 


psychoanalysis by the medical commun all concerned with mental health. $4.75 
ity, the knowledge gained from psycho Other books by Dr. Alexander 
analytic vesearch is being more and 

more applied to broad therapeutic put Fundamentals of Psychoanalysis $4.50 


poses. Dr. Alexander now discusses this 

important trend in all aspeets, evaluat Psychosomatic Medicine $4.50 
ing the benefits to patients and explor Twenty Years of Psychoanalysis $3.75 
ing questions of training in both psycho (with Helen Ross) 


analytic institutes and medieal schools. 


Clinical Studies 
in Psychiatry 


By HARRY STACK 
SULLIVAN, M. D. 


«@) Margaret 


Bourke Whit 


The late Harry Stack Sullivan was espe- ening experience for both lay and pro- 


cially acclaimed for his work with sehi fessional readers. $5.50 
zophrenia and the obsessional illnesses. ; 

Based on his lectures at Chestnut Lodge, Other books by Dr. Sullivan 

this book discusses the relatedness of 

the whole group of mental disturbances Conceptions of Modern Psychiatry $4.50 
to the normal processes of human living. The Interpersonal Theory 

The entire book is illuminated by Dr. of Psychiatr 5.50 
Sullivan’s compassion for the mentally $9. 
ill, and is a moving as well as an enlight The Psychiatric Interview $5.00 


At all bookstores 


“Books That Live in Psychiatry’ W. W. NORTON & COMPANY, Inc., 55 Fifth Avenue, New York 3 
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psychiatric patients 


need food for therapy 


Susta gen 


of psychic origin... Therapeutic Food for 
may often lead to functional anorexia Complete Nourishment 
via malnutrition thus complicating 

therapy 


Many investigators have called atten- 

tion to the necessity of nutritional fae- 

tors for the maintenance of structure ; 

and function of the nervous system.! i e restores appetite 

Jolliffe has nded that when- 

ever intake of the right kind of food is e overcomes asthenia 

curtailed, fortification of the diet is 

in order.* e promotes a feeling of well-being 
Poor diets of malnourished psychiatric } 

patients can often be fortified more 

readily than they can be changed, as 
individual food fads and food prepara- Sustagen is the only single food which 
tion practices are usually the result 

of long ingrained habit. Fortifieation contains all known nutritional essentials: 
even of poor diets with Sustagen 

will frequently overcome asthenia and 
anorexia protein, carbohydrate, fat, vitamins and 


Following initial replenishment of nu- 
tritional reserves, previously malnour- minerals. It may be used by mouth or tube 
ished patients become more cooperative 
in following new dietary programs 
. _— as the only source of food or to fortify 
1. Peterman, KR A, and Goodhart. R&S 
Current Status of Vitamin Therapy in > » 
Nervous and Mental Disease, J. Clin the diet in brief or prolonged illness. 
Nutrition 2: 11-21 (Jan-Feb) 1954 


2. Jolliffe, N., Conference on Nutrition and 
Metabolic Considerations in Disease 
College of Physicians, Philadelphia 

vember 0, 1955 


Sustagen ia supplied in powder form in 1 
pound, 24g pound and 5 pound cans, One 
pound provides 1750 calories, including 


1065 Gm. protein 


MEAD) SYMBOL OF SERVICE IN M DOICIne 
1 MEAD JOHNSON COMPANY EVANSVILLE 
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HALCOPHED 


Dramatic new use in counteracting adverse 
distressing and dangerous side effects 
of RESERPINE Therapy 


HALCOPHED .... 


patient acceptable sugar coated yellow tablets contain: 


Ephedrine Sulfate, Hyoscyamine Sulfate, Ascorbic Acid, Alu- 
minum Hydroxide Gel as Complimentary Stabilizing Factors. 


HALCOPHED . . . . used concurrently with RESERPINE Therapy exhibits these 


actions: 


® Smooth muscle relaxation to lessen gastro-intestinal motility and secretions. 
® Vasoconstriction to relieve nasal stuffiness and discomfort. 
® Relief from agitated depression and violent bizarre nightmares. 


HALCOPHED provides an effective, flexible and economical agent to dramatically 
curb and overcome the adverse effects of prolonged or high RESERPINE dosage. 


As a prophylactic procedure when RESERPINE Therapy is begun, HALCOPHED 
dosage should be instituted immediately. With concurrent RESERPINE dosage of 
| Mg. upwards daily, the HALCOPHED dosage should be one tablet t.id., a. ce. 


Samples and reference material on request. 


HALLER & COMPANY, INC. 


CHAMBERSBURG, PENNA., U.S.A. 


NEW 
HALAPINE INJECTION Multiple Dose 
HALLER Brand of RESERPINE ALKALOID) 


10 ce Multiple Dose Vial 
5 Mg. per ce—50 Mg. per 10 ce vial 


(HALAPINE 


For Economical and Convenient dosage as a Tranquilizer in Neuropsychiatric 
Situations 


Institutional Price Schedules on Request 


HALLER 
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GROUP PROCESSES 
Transactions of the Second Conferencc 


This volume contains much of value not 
only to biologists and social scientists but 
to those interested in metaphysical aspects 
of communication. There is a unique and 
fascinating presentation of the social 
structure among penguins; additional new 
material on the neonate-mother relation- 
ship in the goat and man; a kinesic analy- 
sis of filmed behavior of children; and 
lively discussion on the meaning of play. 


Edited by 
Bertram Schattner 
University Seminar on Communications 
Columbia University 


$3.50 


NEUROPHARMACOLOGY 


Transactions of the Second Conference 


Outstanding research leaders from many 
areas contribute to the discussion on 
lysergic acid diethylamide (LSD) and re- 
lated compounds, effect of drugs on the 
behavior of animals and on psychoses of 
man, research on schizophrenia, experi- 
mentally induced psychoses in psychiatry, 
and tolerance to LSD-25, and a theory of 
psychosis. A bibliography of the literature 
on LSD is also included. 


Edited by 
Harold A. Abramson, Assistant Clinical 
Professor of Physiology, Columbia University 
College of Physicians and Surgeons, and 
Research Psychiatrist, Biological Laboratory, 
Cold Spring Harbor, New York 


$4.25 


16 WEST 46th STREET 
NEW YORK 36, NEW YORK 


Please make checks payable to 
Josiah Macy, Jr. Foundation 


— 


A clear statement 
of the theory of 


projective interpretation 
THE ANALYSIS OF 


FANTASY 


The Thematic Apperception Technique 
in the Study of Personality 


By Wiliam E. Henry, Associate Professor 
of Psychology and Human Development; 
Chairman, The Committee on Human 
Development, Uniwersity of Chicago 


This work presents the general prin- 
ciples underlying interpretive psycho- 
dynamics. It also gives a detailed 
treatment of the variables in form 
and content of responses, and sug 
gests principles for relating these 
variables to attributes of persons. 
Thirdly, the book describes the basic 
stimulus properties of the Murray 
TAT pictures, with an analysis of the 
various kinds of stimuli presented by 
them. Included is a comprehensive 
bibliography, arranged by topic of 
interest. A Wiley Publication in the 
Mental Health Sciences. 


1956. $6.00 
Send today for a copy on approval 


305 pages. illus. 


JOHN WILEY & SONS, Inc. 
440 Fourth Ave, New York 16, N. Y. 
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LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 

1956-1957 


Gentlemen: I enclose $ for my copy of the new 1956-1957 APA 


Membership Directory. 


EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 

New York 20, New York 


Note: Directory available to members at $1.00, non-members $2.00 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 cach: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary unior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence. Our work emphasizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim 


V. V. AnpeRson, LL.D, Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 3571 


The BRETT SCHOOL 
DINGMAN’'S FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingman's Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Sequin School 
Catherine Allen Brett, M.A. 


ATTENTION ELECTRONARCOSIS 


WHEN you become interested tn giving 
electronarcosis treatments you will study the 
aes : apparatus available. You will doubtless want 
the utmost in safety, efficlency and conven 


lence, price will be somewhat secondary 


Concerning cost of equipment The ELEC 
TRONICRAFT ELECTRONARCOSIS INSTRI 


of $5.00 (less than one-half the regular rate) MENT is more expensive than any other for 
two reasons 

for the AMERICAN JOURNAI JF PSY 1. The wholesale cost of the material tn 

CHIATRY has been authorized to include each of our instruments is greater than 

the retail sales price of competitive 

medical students; junior and senior internes ; equipment 


Extension of the reduced subscription rate 


2. Instruments such as these cannot be 
first, second, and third year residents in bullt by Iine-production methods. The 


combination of extreme accuracy and 
training; and graduate students in psychol- great ruggedness requires much expert 

ogy, psychiatric nursing, and psychiatric so- ee : 
We employ no salesmen or demonstrators 
cial work. however we shall be pleased to refer you 
to nearby hospitals and private practitioners 
In placing your order, please indicate where our Instruments may be seen in actual 
use 

issue with which subscription is to start. 


Send subscriptions to: OL 
eclronicra ompuny 


THE J ‘AN JOURNAL O 


PSYCHIATRY 257 South Spring Street, 
1270 Avenue or THE AMERICAS Los Angeles 12, California. 
Tel.: MAdison 5-1693 - 5-1694 
New Vous 20, New Yeas Cable address: GLISSANDO 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medica! consultants; near New York City. 

ALEXANDER Gratnick, M.D., F.A.P.A., Director 
Associate Consultants 


Fox, M.D 
MD, F AP.A L. Cirovis Hirmninc, M.D 


Chief Consultants 
P. Jewett, M 
Wititam V. Sit 
Clinical Director Director of Research 


Asststunt Medical Director 
W. Kempster, M.D. 


J. Wtitiam Sitvexpenc. M.D. Menvys Schacut, 


Resident Psychiatrists 
Junius Atkins, M.D FRANK G. D' Evia, M.D Jenome M.D Marrinez, M.D 


Psychologists 


Leaner, MA LeaTnice Stykt ScHacHT, M.A. 


Consultants 
H. Hanoip Giss, F.A CS J. Massucco, M_D., J. Rouman, M.D., F.C.C.P 
FACS Internal Medicine 


Gynecology 
Surgery 
NaTHanien J. Schwartz, Invinc J. Graunick, D.DS. 
Dentistry 


A.C.P. 
internal Medicine 


$ @ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 


@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
(‘1 ()'] \\OR Florida’s Sunny West Coast. 
Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, MD. 


dical Director— 

EMOTIONAL READJUSTMENT Director H. WELLBORN, JR. MD. 
PETER J. SPOTO, MD." ZACK RUSS, JR. M.D. 

ATURO G. G iZALEZ, 

SAMUEL G {SON, M_D SER FE: .LIPS, M.D. 
ON THE GULF OF MEXICO WALTER H. BAILEY, MD. 
Phone: Victor 2-1811 
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esthrook Sanatorium 
MOND: &stablished - VIRGIN 


REX BLANKINSHIP, M.D., Medical Director 


JOUN KR. SAUNDERS, Assistant 
ment procedures—electro shock, in- Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES k. HALL, JR., M.D., Associate 


: CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


ploying modern diagnostic and treat- 


sulin, psychot herapy occupational 


and recreational therapy for nervous 


addiction. RK. H. CRYTZER, 


{dministrator 


Brochure of Literature and Views Sent On Request + P.O. Box 1514 - Phone 5-3245 


HALL-BROOKE 


An Treatment Hos 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George 8. Hughes, M.D Robert Isenman, M.D 

Leo H. Berman, M.D John D. Marshall, Jr., M.D 

Alfred Ke M D Blane he Gla Ph 

Louis J. Micheels, M.D Heide F. and Samucl Bernard, Administration 


Ne u York O 16 E, 3rd Ne u York, LEhigh 57 55 
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BALDPATE, INC. 


GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of psychoneuroses, personality disorders, psychoses, alco- 


holism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 


Harry C. Sotomon, M. D. GEORGE M. SCHLOMER, M. D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


reancis A. O'DONNELL, M. D. Georce E. Scott, M. D. 
Tuomas J. Huriey, M.D. Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, 
shock therapy, selected alcoholism and addictions accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. George B. Ewing, M.D. 
Physician in Charge Assistant Physician 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. No. 2, Columbia Road 
Silver Spring, Md. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

Resident and open staff, with privileges to qualified psychiatrists. 


Hi. E. Andren, M. D. Open 
Medical Director Member of N. A. P. P. H. Medical Staff 
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FAIR OAKS 


INCORPORATED 
Summit, New Jersey 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 


INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 
Oscar Rozett, M.D., THOMAS P. Prout, JR., 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 


A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the 
available services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


The HAVEN SANITARIUM INC. 


ROCHESTER, MICHIGAN 


M. O. WOLFE, M.D. A psychoanalytically-oriented hospital 
Director of Psychotherapy Psy y y P 


JOHN D. WHITEHOUSE, 


for the diagnosis and treatment of 
Clinical Director mental and emotional illness. 


GRAHAM SHINNICK 
Manager Member of American and Michigan 


Telephone: OLive 1-9441 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed menta! sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 

Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases 


CHARLES T. BATTEN, M.D., Medical Director 


1267 San Gabriel Boulevard South San Gabriel, California 
Telephones: Atlantic 0-3220 CUmberland 3-1384 
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OCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Jervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 


OCCUPATIONAL AND GARDENING THERAPY 


IRMA K. CRONHEIM, A.P.A 
Supervising Psychiatrist 
THOMAS A. NACLERIO, M.D., A.P.A 
Associate Psychiatrist in Il'sychotherapy 
LUDWIG LEWIN, Px#.D. 
Administrative Director 


OCEANSIDE, L. 1., NEW YORK  ROckville Centre 6-4348 


KNUT HOEGH HOUCK, M_D., 
Physician-in-Charge 

HANS W. FREYMUTH, A.P.A 
Clinical Director 


F.A.P.A 


24 Harold Street 


RING SANATORIUM 


Eight Miles from Boston 


Founded 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wurre, M.D., Assistant Director 


Arlington Heights, Massachusetts 


Mission 8-0081 


RIVER CREST SANITARIUM | 


New York City 


1896 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 


geriatric patients. 


patient. 


Courtesy privileges to qualified physicians. 


Layman R. Harrison, M. D. 


All recognized therapies available according to the 


needs of the individual 


American Hospital Association Member. 


Approved for residency training in psychiatry. 


Martin Dollin, M. D. 


Sandor Lorand, M. D. 


Medical Director 


Astoria 5, New York 


Clinical Director 


Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 


AStoria 8-8442 


Phone: 
Cilestnut 7-7346 


Joun H. 
Medieal Director 


A hospital for the treatment of Psychiatric Disorders. 


NicuHois, M. D. 


WINDSOR HOSPITAL, Inc. 


Chagrin Falls, Ohio 


G. PAULINE WELLS, R.N. 
Administrative Director 


Booklet available on request. 


Herbert A. SIHLER, JR. 


Established 
1898 


Secretary 


MEMBER: American Hospital Association Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


XXXVI 


| 
| 
| 
: 
13 
| 


clinically proved in alcoholism 


brand of DISULFIRAM (tetraethylthiuram dirulfide) 


Feldman reports: 


“,.. Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 


patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.” * 


*Feldman, D. J.: Ann. Int. Med. 44:78 ( Jan.) 1956. 


“chemical fence” for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request. 


“ANTABUSE” is supplied in 0.5 Gm. tableis (scored), bottles of 50 and 1,000. 


AYERST LABORATORIES New York, N. ¥Y. * Montreal, Canada 
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DEVEREUX 
DEFINITIONS—I 


SPECIAL EDUCATION is no 
longer a polite euphemism, as 
it was all too often when De- 
vereux’s first unit opened, more 
than forty years ago. Today, it 
is a recognized specialty, pro- 
fessional degrees in the field 
being granted by major univer- 
sities and graduate schools. A 
number of these, in turn, look 
to The Devereux Foundation 
for clinical training facilities— 
which Devereux also provides 
for neurological and psychiatric 
students. They know that sepa- 
rate campuses are maintained 
for different age-groups and di- 
agnostic categories; that more 
than half of Devereux’s young- 
sters are “normal” or above, in- 
tellectually; and that a com- 
plete educational program, with 
therapy, is offered from pre- 
kindergarten through junior 
college. 

Detailed information about 
the Devereux Schools and Com- 
munities may be secured 
through 


JOHN M. BARCLAY 
Director of Development 
The Devereux Foundation 
Devon, Pennsylvania 


ROBERT 1. BRIGDEN, Ph.D. 
MICHAEL B. DUNN, Ph.D, 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associote Directors 


EDWARD |. FRENCH, Ph.D. 
ROBERT T. GRATTAN, M.D. 


4. CUFFORD SCOTT, M.D. 


Santa Barbara, California 


Devon, Pennsyivania 
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